











the directors will agree 


HEN your first G-E Inductotherm is placed in service, 

the favorable reaction of the medical and nursing staffs 
will parallel that of similar groups in similar institutions 
the world over. “Splendid”, they will say. 

Then, the efficiency of the machine; the diversified and 
important uses to which it will be put; the economical and 
satisfactory service it will give, will earn for it the approba- 
tion of your directorate. “A fine investment”, the members 
will agree. 

Idle prophesies? By no means! Every hour of the day, 
every day of the week, every week of the year an Inducto- 
therm is being installed or is in use—somewhere. From these 
hundreds of cases we have learned what experience you 
may expect to have. As it has been with others—so will it 
be with you. 

Arrange, by writing to us NOW, for a really practical, 
non-obligating demonstration of the G-E Inductotherm—to be 
given before your staff, if you so desire. Address Dept. F21. 


GENERAL @ ELECTRIC 


~ 2012 JACKSON BLVD. e CHICAGO, ILL., U. S. A. 
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Whit the Front Page Story 
DIDNT TELL! 








The part 
that “Lysol” played 
in building the 
Golden Gate Bridge 


Q* SUCH vast jobs, with 
thousands of workers, 
accidents are inevitable. 
E. W. Boden, Chief Surgical 
Assistant of Emergency 
Hospitals on this great en- 
gineering project, wrote— 


““Records show over sixteen 
thousand five hundred hospital 
treatments without a life lost or 
even a single case of Infection. 
This constitutes a world’s record 
in field emergency hospital work. 
I give “Lysol” a great deal of 
credit for this. “Lysol” has been 
used heavily for washing instru- 
ments, gloves, basins, sinks, floors, 
furniture, window sills. I also 
recommend “Lysol” for cases 
where they have to be treated at 
home, and as a home germicide.” 


How “Lysol” disinfectant cuts 
Hospital Disinfecting Costs 


Concentrated ... “Lysol” (with a 
phenol coefficient of 5) goes 2 to 
21% times as far as cresol com- 


pound (phenol coefficient 214 or 
2) for disinfecting floors, walls, 
furniture, etc. Saves up to 40% or 
more on these disinfecting costs. 


Non-specific “Lysol” is a de- 
pendable disinfectant . . . con- 
tains no free alkali . . . safe for 
tissue, fabrics, rubber and costly 
instruments. 

That’s why sales of “Lysol” to 
hospitals have soared 41% ahead 
of last year. Cut your disinfecting 
costs by buying “Lysol” in bulk. 
Standardize on “Lysol” for every 
disinfecting and antiseptic re- 
quirement! 


san Fran 


span ° 
e near® 





As low as 


$1.25 
per gallon, 
en 50-gallon 
contracts, 
delivered 10 
gallons at a time 
as required 








REG. U.S, Pat, OFF. 


Disinfectant 


For details 
address: 
LEHN & FINK 
PRODUCTS CORP., 
Hospital 
Dept. 1-HM 
Bloomfield, N. J., 
U.S. A. 











Copyright 1937 by Lehn & Fink Products Corp. 
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WHERE PENNIES SAVE DOLLARS 


In the laundering of hospital linens safety, of course, is the 
first consideration. The use of harsh washing agents, which 
may apparently save you a few pennies, may easily result in 
serious depreciation of your linens. 


So it really pays well to use the safe laundry detergent, 
Wyandotte Yellow Hoop. Your linens will look better and last 
longer. Wyandotte does not harm fabrics. It gently but thor- 
oughly removes soil and then rinses away completely. 


On all your washing problems, including stain removal, your 
Wyandotte Service Representative will be glad to work with 
you. Ora letter will bring you more detailed information. 


pNDo 
Ey ks 








THE J. B. FORD COMPANY 


WYANDOTTE MICHIGAN 
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Reception ... 


We published the first issue of Lines 
and Letters, upon the suggestion of our 
constructively critical friends, who main- 
tained that we should have some place 
where the readers could “blow off steam,” 
and we awaited its reception with quite 
a bit of interest. It seems to be a good 
idea. Any number of hospital people have 
written in to tell us that they think Lines 
and Letters will prove a natural, and 
that they will go so far as to try to think 
up something, even if it is critical, for 
future pages. That is the spirit we were 
pretty sure we would find. As we indi- 
cated last month, Lines and Letters is 
your own page, readers. Let us have 
your comments, criticisms and sugges- 
tions. 


Annuities for Nurses... 


“IT wish to know if you can give me 
any information regarding Annuities for 
Nurses? Thanking you for any informa- 
tion you may be able to give me.” 

At the risk of bringing down upon the 
heads of the nurses throughout the land 
a deluge of insurance salesmen, we are 
printing this request for information in 
Lines and Letters, in the hope that 
nurses who have had experience with 
Annuity policies, either private or in asso- 
ciation or group form, will send along 
the information which this reader has re- 
quested. 


Storm Signal... 


Interesting indeed, is the pronounce- 
ment made recently by Dr. Joseph De 
Lee, founder of the Chicago Lying-In 
Hospital. Both Lying-In and Dr. De 
Lee are world famous, and for that rea- 
son there is plenty of food for somber 
thought on the part of hospital people in 
his remarks, which say, in part: 

“A survey a few years ago in two 
eastern cities showed that midwives had 
fewer deaths than hospitals and doctors. 
The midwives didn’t interfere with nor- 
mal birth, and mothers were not exposed 
to the fevers and communicable diseases 
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of a general hospital. Nearly 95 per cent 
of births in the United States are nor- 
mal. In the remaining 5 per cent, only 
a doctor with years of experience in a 
metropolitan maternity center can handle 
complications properly. Most medical 
schools graduate doctors with insufficient 
obstetrical experience. Obstetricians are 
too sloppy in their methods. They in- 
terfere too much with normal processes, 
and they do not know enough about their 
business.* 

“A woman has a better chance for life 
and health by having her baby delivered 
at home than in most hospitals up and 
down the land, taking them by and large. 

“Tf hospitals would lower the maternity 
death rate, they must separate maternity 
wards from general hospitals.” 

Those are strong words, and they con- 
stitute quite an indictment against the 
general hospital which handles maternity 
cases as a side issue. Dr. De Lee doesn’t 
feel like quibbling, it seems, with the 
comparative degrees of “isolation” which 
are effected in the general hospitals. 
He seems to think that there is but one 
answer to the whole story of maternity 
deaths, and that this answer is a com- 
plete separation of services. What do 
you superintendents and nursing super- 
visors think about it? 


See Page... 


“Tt is a curious thing, but some will 
set lower standards, and give less 
thought to selecting a general duty nurse 
than to selecting a new sterilizer or a 
new light for the operating room.” 

Curious? It is unbelievable. But that 
is what Dr. May Ayres Burgess says 
in a quotation which forms a part of 
the very excellent article on the selec- 
tion of the graduate staff which Kath- 
erine Densford has forwarded to us 
for this issue. 

Dietitians, of course, and hospital ad- 
ministrators generally will find quite 
a bit of interesting information in what 
Dorothy Pruitt, who should know, says 
about dietary problems. Dr. Frederick 
MacCurdy, in a recent issue, said that 
administrators and dietitians should un- 
derstand each other’s problems. Miss 


Pruitt’s article will help in this under- 
standing. 

What about the intangibles which are 
not so intangible after all, but power- 
fully real forces in shaping the men- 
tal attitude of the patient, and instilling 
in him the will to recover? Dr. Bur- 
gess Gordon tells all about one of these 
quantities of mental reinforcement in 
his article on Art as a Therapeutic 
Measure. Then, too, every adminis- 
trator with a staff problem, and what 
administrator does not have a staff prob- 
lem of some dimensions, will be inter- 
ested in the results obtained in the use 
of subsidiary workers, as detailed in 
Dr. Lucius Wilson’s article. 


The United States Department of 
Commerce Wants to Know... 


“According to a note recently received 
from our office at Sydney, Australia, the 
leading hospitals of that country have 
officers known as organizing secretaries 
whose chief function seems to be finding 
means of appealing to the public for 
funds. Two officers of this type have re- 
cently approached our representative in 
an effort to secure a description of the 
methods employed by hospitals in the 
United States to obtain money from the 
public. 

“We are informed by our Washington 
office that they have no information of 
this character on file and would appreci- 
ate any reference you might have on the 
subject. Perhaps your journal has from 
time to time published articles on this 
subject, in which case we should appre- 
ciate having reprints or other comments.” 

We have, and we have sent both re- 
prints and comments. But if you have 
anything further to add to their informa- 
tion, and surely there must be plenty of 
fund raising experience in 6300 hospitals, 
send it along to the Chicago office of the 
United States Department of Commerce, 
333 North Michigan Avenue, Chicago. 


he 
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Tes VALOIS OF ART LON 
Therapeu tic Treatment 


THE PRINCIPLES in the treatment of 
pulmonary tuberculosis are well established. 
The sanatorium has become a school in 
which the patient learns to assist nature in overcoming 
his disease. During the first month in the sanatorium 
he is impressed with the scientific medical procedures, 
and the carefully regulated regimen. He becomes 
keenly interested in the nature and progress of his 
infection and in the books he reads. He enjoys the 
patients’ discussions of tuberculosis and is intrigued 
with their accounts of “chasing the cure.” The patient 
feels that there is distinction in having an unusual 
complication and with this “accomplishment” his “social 
position” in the sanatorium is elevated. Later he be- 
comes restless and introspective. He wanders in and 
out of bed, walks aimlessly from one room to another 
and affects a laisse faire attitude. Or he may become 
discouraged and discontented and seize upon some 
trivial occurrence as a reason to return home. Then, 
unburdening his mind, he tells his family and friends 
that tuberculosis is a hopeless condition and institu- 
tions are the last resort of necessity, rather than 
places to which people should turn in time of need. 
With this change of attitude there may have been a 
serious retrogression of his disease. He may not have 
relaxed and rested properly and thus the value of the 
regimen was lost. 

It is recognized that many tuberculosis patients are 
unusually intelligent and have a keenness of percep- 
tion; as compared with people of a similar station of 
life they are far better informed about the events of 
the day. Thus, one is disappointed in finding patients 
who have. not cultivated their talents and interests. 


» » » 


HOSPITAL MANAGEMENT, January, 1937 


By BURGESS GORDON, M. D. 


Philadelphia, Pa. 





And it is equally discouraging to realize that their 
indifferent attitude may have interfered with recovery. 
Fortunately, as Dr. Henry A. Christian has pointed 
out “the practitioners of medicine are finding out 
more and more how important a part is played by the 
mind and its aberrations in organic systemic disease. 
Also they have been realizing increasingly that the 
fundamental principles of psychiatry are needed in the 
case of their patients.” Hospital executives have rec- 
ognized this trend with the result that few sanatoria 
cling solely to the older custom of having strict rules 
and regulations which almost always encourage mental 
inertia. The patients are provided with radio and mov- 
ing picture entertainments and are encouraged to read, 
sew and knit. Occupational therapy is a valuable con- 
tribution. Unfortunately this and other forms of di- 
version requiring physical exertion are not always 
suitable for sick patients, especially those confined to 
bed. There is always danger that overexertion may 
reactivate a smouldering infection. Some patients take 
their work too seriously and become tense and fa- 
tigued, which defeats the purpose of the treatment. 
This is especially true of men. Women are far more 
adaptable to occupational therapy because of their nat- 
ural desire and pleasure in knitting and sewing; they 
rarely work under the same tension as men. The chief 
criticism of the radio, reading and moving pictures is 
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that they ‘often cause undue excitement and nervous- 
ness, and may create false conceptions of life that 
cannot be overcome because the patient has no intimate 
contact with the outside world. 

Since it is recognized that pulmonary tuberculosis 
and other chronic diseases are influenced by the mental 
attitude of the patient an attempt has been made at 
the Department for Diseases of the Chest of the Jeffer- 
son Hospital of Philadelphia to study the effects of 
environment with special reference to the rdle played 
by the patient. That the surroundings are important 
in hospital life was first suggested in 1925 with the 
outburst of a patient recently transferred from another 
institution: “I hate the ghost-white walls, and the glare 
of the shiny ceiling. I have been looking at them for 
two solid years.” The same year an attractive high 
school girl was transferred from a general hospital. 
She had been accustomed to colorful attire and a cheer- 
ful home which every girl of her age loves and she 
was highly disturbed with every phase of hospital life. 
She spoke of the “antiseptic beds,”’ the drabness of the 
blankets, the equally drab attire of the patients and 
the tiresome routine. On close questioning other pa- 
tients felt the same and it became more and more evi- 
dent that their criticisms were justified. 

Since October, 1928, the wards of the Hospital have 
been painted different colors each year, and in some 
instances a wide variety of color combinations has 
been used. The patients have been transferred from 
one ward to another to note their individual reactions 
and at the close of the year a vote was taken among the 
patients to determine the most popular color. The 
men’s wards had been painted in turn blue, green, 
cream, buff and gray. Light green was the most popu- 
lar, especially in association with pastel shades used on 
the furniture. The women’s wards have been painted 
blue, red, gray, orchid, yellow, light peach, deep peach 
and pink. There were individual differences of opin- 
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ion but in general gray was found to be depressing, 
blue irritating, red was attractive at first then became 
tiresome and irritating. Most women grew very tired 
of yellow. The buff and cream colored wards were 
not popular but were always preferred to pure white. 
Peach and pink were the most acceptable shades, espe- 
cially peach, as evidenced by the happiness of the 
patients and their desire to adorn themselves. One 
could pass from one ward to another and easily ob- 
serve the different reactions. 

Although attractive colors of the wards seemed to 
create a more restful and cheerful atmosphere it was 
evident that something should be done to arouse inter- 
est. The patients complained that they had “nothing 
to do.” Through the interest of Miss Dorothy Kohl 
of the Art Alliance of Philadelphia and Miss Florence 
Finnegan of the Settlement Music School, ten sub- 
scriptions to the Circulating Picture Club of the Art 
Alliance were obtained. These provided sixty paint- 
ings by noted artists. Two pictures were hung on each 
ward and changed monthly. They included colorful 
landscapes, dwellings, floral pictures, ocean and river 
scenes, pictures of people and modernistic works. The 
men were especially interested in outdoor scenes, par- 
ticularly those of water and boats. One of the strik- 
ing reactions as judged from their conversations was 
a spirit of wanderlust which some of the pictures cre- 
ated; not infrequently the patients visualized and 
planned for the days when they could tramp through 
the country or go onto the high seas. They were often 
critical and spent hours discussing some particular 
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feature. Some pictures were so popular that the pa- 
tients gave them up reluctantly. Curiously, the women 
were more easily pleased than the men but they almost 
always preferred floral scenes and landscapes. The 
feeling was divided with regard to dwellings and peo- 
ple. Some caused homesickness, others were highly 
entertaining especially if treated with a modern touch. 

Evidently the pictures created interest as the painted 
walls had created atmosphere, but restlessness con- 
tinued. The success of the pictures attracted the at- 
tention of Mr. Yarnall Abbott of the Art Alliance. 
The possibility that the patients would be interested in 
modeling, drawing and water color painting was dis- 
cussed. It was emphasized that occupational therapy 
was unsuitable for very sick tuberculosis patients such 
as were treated in this Hospital, and any form of artis- 
tic work must necessarily be performed for only short 
periods and with the least possible physical exertion. 
Very sick patients must be provided with a self-sup- 
porting drawing board, swung across the bed. 

With financial support from the Women’s Commit- 
tee of which Mrs. Howard A. Davis was chairman, 
the art instruction was commenced. The instructor, 
Mr. Antonio Cortizas, was selected because of his 
unusual ability to teach and his friendly personality. 
The nurses and interns were asked to join the class 
so as to arouse interest and give encouragement to 
the patients. After much persuasion one patient finally 
consented to try. It took courage on his part be- 
cause other patients called him “sissy.” He labored alone 
over his plaster and charcoal for two weeks and then 
three patients joined him. Soon the group increased 
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to nine in a ward of twelve patients. If the colored 
walls and the paintings had improved the attitudes of 
the patients, there was no question as to the effects of 
this creative work. Some patients changed almost like 
magic as illustrated by one who had been uncoopera- 
tive for more than two years. Were it not for his 
fine qualities and a serious domestic problem, he would 
have been discharged from the Hospital. One of his 
annoying habits was to have large, raw onions smug- 
gled into the ward and eat them at night and while the 
odor was permeating the atmosphere he would give 
cat calls and misbehave in other ways. When repri- 
manded he would pass into a state of depression which 
was almost as annoying as his previous habits. His 
mental state was diagnosed by Dr. Frank J. Braceland 
as hypomania. He was the third pataient to take up 
modeling and from the beginning showed unusual 
talent. His physical condition improved and _ follow- 
ing his discharge from the Hospital he obtained a po- 
sition as orderly in a State Sanatorium. Apparently 
cured, he is at present employed in the Street Railway 
System of Philadelphia. Since leaving the Hospital 
he has continued his art work and has interested other 
patients. Another depressed patient showed a striking 
mental improvement. He was introspective and un- 


sociable and took most of his meals in bed which was 
unnecessary because his physical condition had im- 


(Continued on page 32) 


ART... 


through its capacity for bringing about an insulation of the mind 
against introspection, can prove a signal aid in the acceleration 


15 


of recovery. 








Five ‘Factors in S electing 


By KATHERINE DENSFORD, R. N. 


Director, University of Minnesota School of Nursing. 
Minneapolis, Minn. 


THE SUBJECT of the selection of a grad- 
uate staff must be important, for it has gone 
the rounds, it seems, of almost every nurs- 
ing meeting since 1893. And always, personnel work 
and psychology notwithstanding, we seem to return to 
our state of old confusion in attempting to throw some 
light upon the perennial question, ““‘How Shall We Se- 
lect Our Graduate Staff?” 

Various means of discussing this topic present them- 
selves, such as a review of nursing, and other literature 
dealing with this and related subjects, or the question- 
naire method of finding current practice in this impor- 
tant field. But I should like to discuss with you briefly 
and not at all exhaustively five rather commonplace 
phases of the question that appeal to me at this time. 
These phases are as follows: 

1. Importance of the problem. 

2. Ever present nature of the problem. 
Professional heredity and environment as they 
enter into the problem. 

4. Criteria for the solution of the problem. 
5. Tools with which to work out the problem. 


Importance of the Problem. As an example of the 
emphasis placed upon selection of personnel in another 
and somewhat specialized field, may I refer you to the 
recent report, by Dr. Carl C. Brigham, made to the 
Social Science Research Council, on the method of se- 
lecting fellows for first-year graduate study. In pre- 
paring the examination alone, an eminent professor 
spent months of study, and in the grading of the ex- 
aminations,four qualified men read and reread, checked 
and rechecke@é@ach of their findings. So, in the proc- 
ess of selecting a graduate nurse staff to render ade- 
quate mental and emotional as well as physical care, to 
utilize opportunities for preventive as well as curative 
nursing, we hope the tendency is to consider it a thing 
of ever advancing importance. That we have not 
reached the millenium in the matter is evidenced, par- 
tially at least, by the very fact of our discussion today. 
The staff nurse is becoming increasingly valuable. So 
useful is she that modern hospitals can ill afford to 
spare her, particularly hospitals which are closing their 
schools. They can relinquish the services of many of 
us but the staff nurse they are beginning to realize 
they must have. Dr. May Ayres Burgess, in speaking 
informally of this matter and in referring to adminis- 
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trative groups and their attitude toward the selection 
of the graduate staff nurse, says, “It is a curious thing 
that some will set lower standards and give less thought 
to selecting a general duty nurse than to selecting a 
new sterilizer or a new light for the operating room. 
3ut I'd rather be a patient in a hospital with poor 
equipment and a good staff than with marvelous equip- 
ment and poor staff. And by staff I mean not just a 
little coterie of famous surgeons, but every single per- 
son who holds responsibility for the care of patients. 
When you think of the responsibility carried by the 
general duty nurses, it fairly makes you shudder to 
think of the casual way they are allowed to come and 
go in some hospitals. I hope to see the time when gen- 
eral duty in a good hospital is an honored profession ; 
and when the physicians and the hospital board would 
far rather go without needed equipment than cut down 
on the necessary funds for their floor nurses. In other 
professions, the more important the head of the firm, 
the more he demands of his assistants. In these days 
when file clerks and office boys are often chosen from 
among college graduates ‘because in our organizations 
everyone has to carry responsibility ; and we need well 
trained minds even for the simple positions’ it does 
seem an anachronism for doctors to be satisfied with less 
than the most’ intelligent, skillful nurses available, for 
every job where the welfare of the patient is con- 
cerned. Better nursing means better medical care, 
and sometime that’s going to be so obvious that the 
floor duty nurse will come into her own.” 

Ever Present Nature of the Problem. Not only is 
our problem important, but we find, when we turn to 
its second phase, that it like the poor, is always with 
us. That selection of personnel should be a continuous 
process is a truism, but one which we need to empha- 
size again and again. To be appointed to a coveted 
position is desirable but to earn continued service in 
this position brings merited satisfaction. No one of us 
can assume that, once appointed, we have permanent 
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tenure in a position. In our changing social order it 
behooves each of us to maintain an ever-selective 
process in our own preparation and in our choice of 
staff personnel, a process which in turn entails on the 
part of the staff a responsibility for continued prepa- 
ration if it is to adjust at all adequately to the changing 
environment destined in a dynamic society to surround 
all of us. 

Professional heredity and environment as they enter 
into the Problem. ‘This term is not facetious. It has 
serious intent. Before attempting to select our staff, if 
we are to have a worthwhile and happy one, there are 
a few things we should take time to look at. And the 
first of these has to do with what I like to call profes- 
sional heredity. It concerns those of us to whom this 
carefully selected staff may be responsible. Human 
beings tend to select somewhat in their own image. 
Would it not seem fitting therefore that we take a seri- 
ous look at ourselves? We cannot select staff forbears 
through several generations, but perhaps we can main- 
tain a standard of professional achievement and growth 
for ourselves that will not be incompatible, at least, 
with the level of performance and development ex- 
pected of our staff. Anticipating the choosing of 
this staff there is another matter I believe we should 
take a look at. And this is the environment. What 
are the conditions under which we expect our staff 
to work? I once heard President Coffman of the 
University of Minnesota state that he conceived one 
of his chief functions to be that of maintaining con- 
ditions under which faculty members could do their 
best work. Does this principle not only apply in our 
field? We quite realize that the chief concern of a real 
profession may not be hours, salary and material 
things. Nor, in my opinion, do these form the chief 
interest of any nurse. Someone, however, must keep 
a sharp eye upon such mundane things as salary, living 
conditions and adequate nursing staff, if our graduate 
staff nurses are to fulfill satisfactorily their chief pro- 
fessional objective, that of giving adequate preventive 
and curative nursing to the patients intrusted to their 
care. Some of the items which I believe need special 
attention not only of nursing but particularly of hos- 
pital administrators, are those already referred to. Is 
it any wonder that nurses remain in many of our hos- 
pitals only until such time as they can secure more 
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satisfactory employment elsewhere? We fail in many 
instances to provide even a living wage. In some parts 
of the country nurses are working for as little as 
$10.00 per month and maintenance. In Minnesota 
the range is $35.00 to $80.00. Oftentimes we require 
from the staff nurses twenty-four hour service. 
Doubtless most of us here are saying complacently 
that we have an eight hour day, but I would chal- 
lenge this statement in many cases. Even as_ the 
menacing motorist who says he is entitled to half the 
highway and will, if he wishes, take it out of the 
middle, so we safely take ‘our eight hours, but we 
take them out of the twenty-four hours at any point 
or points that may suit our convenience and that of 
the hospital and frequently with little or no warning 
to the nurse. Furthermore, we do something which, 
in my opinion, is much more detrimental both to the 
nurse and the patient. In many instances we assign 
so heavy a case load, so many patients to the nurse 
that there can be no satisfaction in the care given 
either for the patient or for the nurse. We might 
refer also to the lack of leisure time opportunities, 
to the necessity for living within an institution rather 
than in a home or apartment as do other professional 
and business women, to the performance of non- 
nursing duties required of the nurse and so on ad 
infinitum. I would refer you to the recently pub- 
lished “Essentials of a Good Nursing Service’* for 
more detailed information on this subject. Perhaps, 
we shall have to do as California has done and estab- 
lish by law a few of the safeguards which protect 
certain phases of nursing in the state of California. 
Would that every hospital might have for its grad- 
uate staff the environment described by Miss Helen 
Sparks in the Sutter Hospital,’ an environment in 
which nurses have a straight day of nursing, the privi- 
lege of living where they will, of building gardens 
where they may, the opportunity of study and of 
working in an environment where patients have ade- 
quate nursing care. Do not misunderstand. The 
cloth of our hospital nursing has more than a seamy 
side. In selecting our graduate staff, however, I 
covet the clearing of some of the seams that we may 
afford an environment in which our staff nurses can 


*Published by National League of Nursing Education. 
1Sparks, Helen, “Graduate Staff Nursing,”’ A. J. N. 35: 743-747. 
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not only give their ‘best service but may also derive 
fully earned satisfaction as well. 

Criteria for the Solution of the Problem. While 
specific factors, such as type, function and location of 
institution, and presence (or not) of a school of 
nursing, will affect the selection of the staff, I have 
chosen three criteria which I believe may be applied 
in any situation. These are (a) personal qualifica- 
tions (b) preparation and (c) experience. 

In the consideration of personal qualifications may 
we accept the thesis Miss Goodrich has stressed for 
us time and again, that of the need for nurses pos- 
sessed of maturity, culture and ability and comment 
further only upon the social, physical and emotional 
phases of these qualifications? Assuming that the 
nurse has maturity, culture, and ability may we follow 
Dr. Brigham as he makes inquiry regarding the social 
characteristics of the prospective fellow for first-year 
graduate study? He asks, “Is the candidate free from 
personality handicaps which would make it difficult 
for him to obtain and hold a position giving him op- 
portunity to utilize his research abilities? Is he able 
to make and maintain adequate contacts with others 
in his field and to obtain data from people in authority 
in other walks of life?” He then inquires into the 
applicant’s physical vitality. “Does the candidate have 
any physical handicaps which would interfere with 
a research career? Has he shown the physical strength 
to stand the wear and tear of an active life?” In 
times of Sturm and Drang such as we have at pres- 
ent and are likely to retain in the nursing field at least 
it seems equally essential (a) socially that the staff 
nurse be free from personality handicaps which will 
make it difficult for her to utilize the abilities that 
professionally she is prepared to exercise, (b) physical- 
ly, that she be free from handicaps which would in- 
terfere with the adequate practice of her profession, 
and I should like to add (c) emotionally, that she be 
sufficiently stable “to stand the wear and tear” of 
the emotional strains put upon her. A senior student 
put this whole matter, rather tersely, recently when 
she said that in her opinion it is essential that every 
nurse consider herself not only a nurse but also a def- 
inite part of the community and that she see to it 
that she is an individual capable of satisfactory adjust- 
ment within that community. 

Preparation, our second criterion, divides itself 
quite naturally into two types, professional and aca- 
demic. I shall not attempt to outline here the amount 
or kind of either, but rather to emphasize a few fac- 
tors which I consider important in both. And these 
factors concern themselves with an evaluation of the 
school from which the individual comes. To be a 
graduate nurse, or to have a degree, may mean little 
unless the content of the course taken is worth while. 
The most important factors in the evaluation of any 
school are, as we all know, faculty, student body, and 
curriculum, but as these have been presented at great 
length in many earlier studies and publications I may 
be pardoned for dwelling only upon a few less fre- 
quently stressed phases of our subject. 

The first of these may be considered under what I 
like to call the “whither” and “here” school. The 
“whither” school has fairly definite objectives, is 
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bound some place and is moving forward, if ever sc 
slowly, toward a definite goal. The “here” school is 
in existence (adest) but it rests complacently on its 
oars. The staff nurse coming from the “whither” 
type of school is, all other things being equal, likely 
to be a well-informed, well-educated, well-adjusted, 
progressive and growing individual, one who is able 
to adjust personally and professionally to the demands 
made upon her. She has not her nursing preparation 
nor even a degree to sit upon. Rather she uses both 
as points of departure for continuous growth and de- 
velopment. 

A second factor in the evaluation of the school may 
well be what we term “inbreeding.” The State of 
Minnesota Department of Education through Louise 
Mueller, Senior Investigator of the Nursing Education 
Survey, being made in that state, supplies the follow- 
ing figures on this subject: 

TABLE I 
Inbreeding in 27 hospitals with schools (1934-1935) : 
Per Cent of Inbreeding Number of Hospitals 


90—100 3 
80— 90 4 
70— 80 8 
60— 70 4 
50— 60 4 
50—less 4 


TABLE II 
Inbreeding year of graduation in hospitals having 
200 plus patients (1934-1935) : 
Per Cent of Inbreeding Number of Hospitals 
50 2 
25 1 
(Two hospitals of this size did not report.) 
TABLE IT] 
Inbreeding year of graduation in hospitals from 
25-150 patients (1934-1935) : 


Per Cent of Inbreeding Number of Hospitals 


50 4 
35 1 
30 3 
20—30 5 


(Nine hospitals did not report.) 


Table I of this study of twenty-seven hospitals 
with schools indicates that in three hospitals there is 
an inbreeding of 90%-100% (that is, 90%-100% of 
the entire nursing staff are graduates of the schools 
connected with the hospitals in which they are em- 
ployed); that in four hospitals there is 80%-90% 
inbreeding, : etc. 

Table II indicates that in two hospitals, having 
a daily average of 200 or more patients, there was in 
the year 1934-1935 50% inbreeding the year of grad- 
uation (that is, 50% of the entire 1934-1935 staff 
had been employed on the staff the year of gradua- 
tion. ) 

Table III refers to inbreeding in small hospitals 
and may be read as is Table II. 

Using as a criterion the figures supplied by the 
American Journal of Nursing, one would judge there 
is much less inbreeding in the schools of the country 
as a whole than there is in the schools of Minnesota. 

(Continued on page 59) 
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» » » THERE ARE FEW, if 
any, departments in Men- 
tal Hospitals with greater 

responsibilities than the dietary de- 

partment. Its daily routine affects 
every patient and every employe. 

The quality and adequacy of the 

food and the manner in which it is 

served can do much to aid in the 
improvement of the patient or to 
retard his recovery. 

Despite its importance this de- 
partment has met a prevailing atti- 
tude of indifference in the past. Be- 
cause the food was “only for the 
patients, who didn’t know what they 
were eating anyway,’ little attention 
was given to its appetizing and nu- 
tritive qualities, and to the way it 
was served. This lack of attention 
has not been intentional. The State 
Department of Mental Hygiene has 
from the beginning been actively 
engaged in attempts to improve the 
food and its service to the patients. 
It has suggested changes from time 
to time which have resulted in an improved menu and 
food service in many of the hospitals. However, within 
the individual dietary departments, there is generally a 
lack of competent administrative supervision. Often 
the cooks in the individual kitchens do not have the 
interest, the high standards and the professional pride 
in their work necessary to promote progress. Mr. 
Farrington, Secretary of the Department of Mental 
Hygiene, made the following statement at the quar- 
terly conference held in March, 1933: “Kitchen and 
dining room workers are prone to take short cuts, use 
stereotyped dietaries, and methods of preparation re- 
gardless of effect on quality of food and service, if their 
own ease and convenience are promoted thereby.” 
He made many excellent suggestions and recommenda- 
tions during his speech. After visiting a large num- 
ber of State Hospitals and studying their menus and 
food service, it seems to the writer that more needs 
to be done than merely suggesting improvements. 

Dr. Joseph C. Doane, in speaking before the Mid- 
West Hospital Association last June, urged that in all 
hospitals ‘‘an administrative dietitian be placed in com- 
plete and exclusive control of the entire food service 
and held responsible for its efficient and economical 
management.” 
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The suggestion was seconded re- 
cently by Miss Katharine A. Pritch- 
ett, former consultant in administra- 
tive nutrition of the Pennsylvania 
Department of Welfare, who 
pointed out that “surveys of institu- 
tions reveal that failure in the food 
department is usually due to lack of 
training of the personnel and failure 
to centralize responsibility for re- 
sults. The solution lies in bringing 
all food activities of an institution 
under one person qualified by train- 
ing and experience to take charge 
of the scientific and administrative 
phases.” 

The New York State Department 
of Mental Hygiene would do well 
to establish the position of Consult- 
Administrative Nutrition. 
Pennsylvania seems to have made 
definite progress since instituting 
such a position. Of their eight State 
Mental hospitals in that state, seven 
have dietitians and in six of the in- 
stitutions the Dietary Department is 
almost completely in the hands of a trained dietitian. 
Many of these departments are still in an evolutionary 
period under direction of the Department of Welfare. 
The Pennsylvania State Hospitals have a lower per cap- 
ita food allowance than do the New York State Hos- 
pitals and probably for this reason felt it more impera- 
tive to place a trained food administrator at the head of 
that department. 

One of the functions of the Pennsylvania Nutrition 
Consultant is to aid the Superintendents of State Insti- 
tutions in setting up well organized dietary departments 
thoroughly adapted to the needs of the particular in- 
stitution involved. By visiting all State Hospitals 
periodically, inspecting dietary departments and giving 
suggestions for improvements, such a person should be 
able to institute the best methods used in the different 
institutions. The Department of Mental Hygiene 
needs a person who is in touch with the latest develop- 
ments in the dietetic field, who attends dietetic conven- 
tions and meetings and who will work to keep New 
York State Hospital dietary departments as efficient 
and progressive as those of any other institution. 
Undoubtedly it would be a great encouragement to 
the few graduate dietitians who have ventured into 
the State Hospital field to be so represented in the 
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Department of Mental Hygiene. Other departments, 
such as the Social Service or Occupational Therapy 
departments, are represented—why not the dietary de- 
partment? Is not the work of the dietary department 
fully as important? 

Although not generally considered, there is no doubt 
that the average patient realizes what type of food he 
is receiving and appreciates any improvement in his 
diet. The food served is, moreover, one of the pre- 
dominating factors in good morale on the part of 
both patients and employees. In addition, the cost of 
the dietary department is a very important item on 
the statement of total and per capita cost of mainte- 
nance of patients. The yearly expenditure for food is 
approximately 20 per cent of the entire cost of main- 
tenance, and ranks second only to the charge for per- 
sonal service. In absolute terms, however, the State 
allowance is not too liberal. With very careful 
planning, management and utilization of food stuffs, 
an adequate and varied menu is possible. But there 
can be no. waste, no mismanagement, no wrong use in 
any way, and wo fraudulent gains on the part of the 
employees if the patients are not to suffer. Thus we 
see that from a financial standpoint, as well as from the 
point of view of the patients’ and employees’ welfare, 
the dietary department deserves the constant attention 
of a person with training, such as is generally found 
only in a qualified or trained dietitian. By having such 
a person in charge of the department, the superintend- 
ent could avoid many worrisome details concerning 
food management and food complaints. He shou!d not 
have to be constantly bothered by these routine mat- 
ters. 

It might be of interest to examine the organization 
of the dietary departments in other hospitals. Let us 
look at those of the Veterans’ Administration. There 
is one dietitian to every 443 patients in the neuro- 
psychiatric group of hospitals. In these hospitals the 
chief dietitian is responsible for the administration of 
dietetic service. Under her are the head and staff 
dietitians who assist in supervision and in carrying 
out the therapeutic diet work. 

All food preparation for patients and hospital per- 
sonnel as well as the central service of routine and 
special diets are under the direction of dietitians. Stew- 
ards are not employed in the Veterans’ Administration 
hospital dietetic departments. Dietitians in this serv- 
ice are responsible for the estimates of quantities re- 
quired by their departments, but not for the purchasing 
of supplies, except at certain stations where local con- 
ditions make it advantageous for them to select fresh 
fruits and vegetables. This branch of the Federal 
Government included dietitians in its initial organiza- 
tion in 1922. 

The employment of dietitians in New York City 
Municipal Hospitals dates from 1901. At first they 
were appointed under the title of cook to do the work 
of a dietitian until the item of dietitian was put on the 
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Civil Service list about 1902. This reminds one of 
the prevailing practices in State Hospitals since there 
are more dietitians at present on cooks’ or other items 
than are found on the item of dietitian. The profes- 
sion of dietetics grew slowly until 1917, when the 
American Dietetics Association was organized with 45 
members. Although this organization has steadily 
raised its requirements for membership, it now has 
over 3,000 members. 

What does one mean by “trained dietitian?” The 
American Dietetics Association has simplified this prob- 
lem for hospital Administrators by rigorously con- 
trolling and strengthening its membership requirements. 
To become a member of this Association the dietitian 
must be a graduate of a recognized four-year home eco- 
nomics course with a major in foods and nutrition or 
Institutional Management, and she also must have spent 
from eight months to a year training as student dieti- 
tian in a hospital approved by the American Dietetics 
Association. This makes a minimum of five years’ 
training necessary for membership in the American 
Dietetics Association. 

Dr. Doane challenged us to either disapprove or 
justify the existence of a “double standard” in gov- 
ernment and voluntary hospitals. He asked, amonz 
other questions, “What should be the dietitian’s place 
in the institutional organization? Should she be subor- 
dinate to a steward? How may the stealing of food 
and food supplies be curtailed? Is petty larceny 
more likely to occur in Government Hospitals than in 
other types of hospitals?’ Continuing, he says that “‘a 
dietitian of large experience recently remarked that of 
all the hospitals in which she had served, the govern- 
ment institution was the one in which the employes 
seemed to possess the lowest sense of property respon- 
sibility. In the public hospital, he stated, chefs, wait- 
ers and even doctors and nurses were inclined to pur- 
loin valuables, while in other institutions such acts 
were of rare occurrence. Is this intimation just or 
unjust? If the above accusation is justified, there is 
no need for it, and as far as the food supplies are 
concerned it could be eliminated, if the dietary depart- 
ment were placed in the capable hands of a qualified 
dietitian and proper authority delegated to her. At 
present where cooks are in charge of kitchens it is a 
frequent occurrence for friends to stop in for between 
meal lunches, for the choicest food in the kitchen to 
be saved for the kitchen force, for ward supplies to 
be ordered at every hour of the day, and for these sup- 
plies to be used for other purposes than for the 
patients. These things may sound small, but where 
the per capita allowance is relatively low it is all the 
more important that saving in small ways should not 
be disregarded. In these large hospitals there are count- 
less small wastes that are daily overlooked as not par- 
ticularly important. Let us see whether this is an im- 
portant matter. By cutting down the waste in an insti- 
tution of 4,000 patients, it is perfectly lozical to assume 
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a saving of one cent per person per 
day. This will amount to $1,200 per 
month or $14,600 per year. Many 
general hospitals have effected greater 
savings than this in proportion to their 
size, by giving the problem of waste 
closer attention. It is commonly 
thought that a woman is more apt to 

notice waste in small things than a 

man. The importance of curtailing 

small waste is certainly stressed in the 
training of student dietitians. 

Generally speaking, it is in the em- 
ployes’ dining rooms that we find the 
greatest plate waste. Employes of 
State Hospitals are often found to 
have a most deplorable attitude which 
affects both their work and their han- 
dling of State supplies. A frequent 
remark made by employes is that, “We 
are working for the State, they can 
afford it.” This attitude was vividly 
brought out recently by a student nurse 
who answered criticism of the need- 
less food waste by the following re- 
mark: “One would hardly think you 
are working in a State Hospital.” At 
meal times many employes feel that 
they are entitled to take as much food 
as they wish whether they eat it or not. 
Much could be accomplished through a 
slow process of re-education along 
these lines, and there is no group better fitted to under- 
take this campaign than the dietary department. It has 
been done in many general hospitals. Why not in State 
Hospitals ? 

When a State Hospital employs its first dietitian, 
there is bound to be much needless conflict between 
the dietitian, chef, steward and possibly others, unless 
the Hospital Superintendent definitely outlines her 
duties in the beginning. Let us see just what a dieti- 
tian’s duties are supposed to be. The Hospital Year- 
book, in its thirteenth edition, thus summarizes the 
dietitian’s duties: 

1. “The chief dietitian should be directly responsible 
to the superintendent for the proper administra- 
tion of the dietary department. 

She shall hire all employes in the department. 

With the help of the assistant dietitian, she shall 

keep a time record of all employes. 

4. She shall assign definite duties to all employes 
and with the help of the assistant dietitian, shall 
hold employes responsible for the same. 

5. Shall plan the division of labor among employes. 

6. She shall requisition all food supplies and shall 
keep an accurate and detailed record of all new 
material and supplies. 

7. Shall keep a skilled check on and exercise care 
of all foodstuffs from the time when requisi- 
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tions are delivered until consumed or otherwise 
dealt with. 
She shall ensure a continuous and close inspec- 
tion of waste, not only in the garbage cans but 
on return of trays from wards, in order to det- 
termine that requisitions are reasonably accurate. 
She shall approve all menus. 
She shall inspect the kitchens and storerooms of 
the department daily. 
She shall supervise the work of assistant dieti- 
tians and student dietitians. 
She shall be responsible for budgets and esti- 
mates. 
She shall insure that special diets, whether for 
therapeutic or ordinary nutriment value, as or- 
dered by the doctor, are carried out in full de- 
tail. 
She shall compute and demonstrate the prepa- 
ration of diets to out-patient food clinics. 
She shall hold weekly out-patient food clinics. 
She shall confer with doctors when necessary 
in special cases when food is of paramount im- 
portance. 
She shall pay special regard to the needs of 
each patient and with some margin of choice 
based on the patient’s tastes and physical con- 
dition at the time. 
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18. She shall be responsible for the educational 

work of the department, teaching dietetics. 

19. She shall make such reports to the superintend- 

ent as he may desire. 

Dr. Malcolm T. MacEachern, Associate Director of 
the American College of Surgeons, outlines the dieti- 
tian’s work as follows: 

“Strangely enough, many hospitals after employing 
a graduate dietitian, do not take full advantage of her 
services. They divide responsibility which should be 
wholly hers. The following are illustrations of the 
various kinds of organization found: 

1. Steward and Dietitian have joint responsibility. 
This system is likely to result in much needless ex- 
pense or inferior food, depending upon whether the 
dietitian or the steward has the greater influence. Even 
with well meaning cooperation between these two indi- 
viduals, there is bound to be constant fluctuation be- 
tween over-economy and over-expenditure. 

2. Chef, steward or housekeeper has charge of gen- 
eral diets and dietitian supervises special diets. This 
plan has the obvious error of giving authority to an 
individual untrained in knowledge of food values. A 
hospital that goes to the expense of employing a gradu- 
ate dietitian is wasteful if it does not extend her duties 
to include planning of all menus and serving attractive 
trays. 

3. Dietitian has charge of preparing and serving 
foods but buying of foodstuffs is done independently 
by storekeeper, purchasing agent or steward. This 
plan works well provided the dietitian is consulted 
and has the final decision as to quality but she obviously 
has no incentive to plan economical meals when she 
knows that another person does the purchasing without 
regard to her wishes.” 

It is only fair that the person who plans the menus 
and supervises the preparation of food be constantly 
consulted regarding the purchasing of foodstuffs. Dr. 
MacEachern goes on to say that the dietitian should be 
given the right to choose her kitchen personnel if she 
is to control the activities of her department. He also 
insists that the dietitian should have sole charge of all 
activities of the dietary department and should be re- 
sponsible only to the administrator of the hospital. ‘All 
efficient hospitals must adopt this relationship, for only 
with centralized authority of this kind can food service 
be satisfactory,” he declares. It is only by placing the 
complete responsibility of planning meals and the con- 
trol as to the quality of foodstufls under one authority 
that many economies can be made without stinting the 
patients. 

The hospital dietitian’s duties are often classified 
under three main headings, namely: administrative, 
therapeutic and educational. In the mental hospital 
there is just as great need for each of these divisions 
of her work as in the general hospital. The dietitian 
doing administrative work in a large mental hospital 
would find her knowledge of job analysis and job 
specifications even more helpful than does the dietitian 
in smaller hospitals. Because of the immense size of 
this department in State Hospitals, it is impossible for 
the administrative dietitian to keep all the desired 
information concerning her personnel in mind. Job 
analysis aids in classifying the duties of each employe, 
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in placing responsibility and in determining the num- 
ber of employes needed in each unit. It is also of 
value in the hiring of employes since it provides a 
resume of the work expected and the qualifications 
needed for the various positions. 

Another important phase of the dietitians’ work is 
standardization of foods. Such standardization ac- 
cording to Donald F. Magarrell, Treasurer of R. M. 
Grinstead & Company, in an article on Food Control 
Cost, applies not only to purchasing but to food prepa- 
ration, so that food dishes will be of uniform high 
quality. It also applies to portions, in order that the 
required number of servings will be obtained from the 
quantities used in production. This standardization 
can be carried further so that menu costs can be an- 
ticipated while the menu is being planned. Such meth- 
ods of food cost planning will prove most advantageous 
in maintaining a desired per capita meal cost. 

During the past few years, as dietitians have ap- 
peared in State Hospitals, some discussion on stand- 
ardized recipes has become current in most New 
York State Hospitals. However, nothing has been 
done. In one of the hospitals standardized 
recipes found favor. The cooks were required 
to provide themselves with a standard large quantity 
recipe book. The dietitian organized a series of classes 
for the younger, less experienced cooks. She instructed 
them in the principles of cookery besides supervising 
the preparation of many dishes new to that institution. 
It is generally more difficult to persuade male cooks 
than female cooks to follow recipes. It is my impres- 
sion that State Hospital head cooks will not, as a rule, 
be cooperative unless they are definitely instructed by 
someone in authority. Besides the classes which the 
dietitian held for the benefit of the nurses, she also 
gave classes to the attendants who aided in food prepa- 
ration or food service to the patients. There is no 
reason why scientific methods cannot be applied in 
this department of State Hospitals with as beneficial 
results as have been gained in many general and private 
hospitals, as well as in industry. 

In the mental hospital diseases of the mind and body 
are definitely related. The value of therapeutic diets 
as part of the treatment of patients in general hospitals 
has become a well recognized factor. In State Hospi- 
tals we cannot afford to neglect this phase of treat- 
ment. Is sound judgment exercised when diabetic pa- 
tients are given large amounts of insulin and no dietetic 
treatment? We find nephritis, arthritis, cardiac condi- 
tions, ulcers and all other types of physical disease in 
State Hospitals as in general hospitals. A survey in 
one State Hospital revealed that at least one out of 
ten patients needed special dietary treatment. When a 
dieitian first approaches the problem of the best way 
of taking care of these special diets, a satisfactory 
solution seems impossible. Under the present organ- 
ization of the dietary department, it is not likely that 
therapeutic dietary treatment can ever be administered 
satisfactorily to all of the patients in need of it. 

The Department of Mental Hygiene has already dis- 
covered that the greater the number of individual kitch- 
ens operated, the greater the expense involved. More 
and more the newer hospitals have been built with 

(Continued on page 55) 
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SEF ICIENT ROUTING SERVICE 


» » 9 WHENEVER HOSPITAL ADMINIS- 
trators gather to discuss any subject they 
inevitably arrive at a discussion of Nursing. 

This is a healthy situation, for the Nursing depart- 
ment of any hospital is its largest, one of its most 
important divisions, and is the department which 
at the present time is undergoing radical changes. 
The conclusions of these discussions, though, are 
often facetious and usually are to the effect that nurs- 
ing is leading the hospitals to bankruptcy or driv- 
ing them back to the old fashioned nurses. The first 
deduction is based on the size of the total nursing 
payroll in comparison to the payrolls of other de- 
partments. When viewed in this light the cost of 
nursing does appear to be a financial gloom producer, 
but when the account is broken down into individ- 
ual paychecks, the nurse’s salary is more nearly com- 
parable to that of a janitor than to that of the bank 
president with which it has been compared. How a 
nurse can continue her education, maintain member- 
ship in local and national organizations, attend nurs- 
ing association meetings, subscribe to nursing publi- 
cations, dress so as to present an agreeable impres- 
sion, supply herself with uniforms and equipment, 
purchase even a small amount of sick and life in- 
surance, and have anything left to act as an umbrella 
in rainy weather on a salary the average of which is 
far under one hundred dollars per month with main- 
tenance, is phenomenal. Surely medical men and 
hospital administrators cannot seriously feel that 
nurses are extravagantly salaried. 

The desire for the old fashioned nurse can only 
be explained by the fallacious reasoning that the 
olden days were the good days and in retrospect many 
things seem more glamorous than the present so full 
of perplexities, so easily forgotten when once solved 
and relegated to the past. 

Is there any medical man today willing, if it were 
possible, to gather around him a group of graduate 
nurses of the class of 1911—that is only twenty-five 
years ago—and attempt to care for his patients with 
the educational equipment they then received? Such 
nurses could beat pillows, make beds, serve house 
diets, bathe patients, take temperatures, and give punc- 
tually the pink medicine on the even hour and the 
brown medicine on the odd hour. What, though, 
would she do with a sphygmomanometer and the brain 
tumor patient requiring an accurate, regular, and fre- 
quent charting of the blood pressure? How would 
she manage the diabetic patient being rescued from 
coma with insulin and then requiring examinations 
of urine to detect the presence of sugar, routine in- 
sulin therapy, and an accurate diabetic diet? Would 
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not the cardiac patient needing apical and radial pulse 
counts, exact intake and output measurements, the 
careful saving of twenty-four hour specimens, and 
the numerous therapy requirements of various de- 
grees of cardio-nephritic disease present insurmount- 
able difficulties? What instructions could she give 
patients on the preparation in their homes of any 
of the many special diets of today or how would she 
teach prenatal care to expectant mothers or the mod- 
ern method of training and caring for the new born? 
How would the modern psychiatrist accomplish re- 
sults with his patients with the aid of a nurse whose 
only acquaintance with psychiatric nursing care was 
custodial care, free of all analysis of the mental dis- 
turbance? Such recitations could continue for pages 
and in every incident the answer would be that only 
a nurse who has the education comparable with mod- 
ern medicine could satisfactorily nurse such patients. 

Nursing in even the last quarter of a century has 
progressed at a surprising rate. It had first to catch 
up with medicine, then keep abreast of it. The nurse 
of today must be more than an attentive servant. 
She must have knowledge of modern nursing care 
as required by the new elaborate scientific medical 
treatment. This knowledge is sv complex that it can 
only be assimilated when the individual has a sound 
basic education. Hence the four year high school 
requirement and preference shown applicants to 
schools of nursing who can present college credits 
and degrees. 

Hospital administrators are expected by their med- 
ical staff to employ only nurses who can measure 
up to modern needs. To meet these requirements 
several years’ time and study are consumed. The 
education thus acquired should merit an income in 
proportion to other avenues open to educated young 
women, and they should not be expected to continue 
to perform duties requiring little thought and _ skill. 
Subsidiary workers at a much lower salary can effi- 
ciently undertake many routine ward duties and thereby 
conserve the time of the nursing staff for the com- 
plicated services for which they have been educated. 
Such workers will also enhance the educational op- 
portunities of student nurses by relieving them of 
continued repetition of the unskilled duties in which 
they become adept in the first part of their educa- 

(Continued on page 38) 
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Hospital Management's 
EDITORIAL PLATFORM 


1. To elevate the standards of hospital 
practice. 

2. To help in bringing good hospital 
service within the reach of every man, 
woman and child. 

3. To help physicians, nurses, social 
workers, dietitians and others having to do 
with the care of the sick and injured. 

4. To assist trustees of hospitals in better 
understanding their duties, responsibilities 
and relations. 

5. To stimulate the better training of hos- 
pital superintendents. 

6. To promote the education of the public 
regarding hospitals. 








Mr. Clancy Passed Away 


» » Mr. Clancy, the heart case in 304, has passed away. 
The final status of the case is recorded, the family is 
notified, and theoretically that is all there is to it. But 
every person who has worked in a hospital for any 
length of time knows that this is not the end of it, but, 
parenthetically speaking, “only the beginning.” 

With the demise of Mr. Clancy comes a phenomenon 
that is familiar to every hospital executive and worker. 
A fresh crop of fears and assorted mental tribulations 
break out in every nook and corner of the hospital. 
Patients who had been normally quiet develop neuroses 
and give way to introspection over their own expec- 
tancies. The passing of Mr. Clancy has, in some 
fashion or other, thrown sand into the smoothly running 
mechanism of the hospital. Mr. Clancy’s passing has 
become an institutional problem. 

Everyone is so familiar with this type of experience 
that very little need be said of it, but something should 
be said of the probable cure of the situation, or ways 
of alleviating its consequences. The trip from the room 
or ward to the mortuary is a necessary evil, and not 
much can be done about this which has not been tried 
already. There are various ways of cloaking the pres- 
ence of Death through the use of screens, and the dis- 
creet manipulation of the cart. There is a feature, how- 
ever, which can stand much improvement, and that is 
the mortuary itself and the entrance to this part of the 
hospital building. In too many institutions, the mortu- 
ary is built in such a location that it stands out like a 
sore thumb in all its morbid significance. In other hos- 
pitals, it would seem that the architect has gone to great 
pains to make sure that every possible window shall 
have a full and unobstructed view of this adjunct of the 
institution, together with the matter of fact delivery of 
the body to the morgue and its transfer to the local 
undertaker’s vehicle. 

In all too few hospitals there has been a definite use 
of intelligent planning and a consideration of the psy- 
chology of the situation, which has resulted in the build- 
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ing of completely protected mortuary and ambulance 
entrances. In hospitals now being built, or in those 
contemplated for the future, this feature should be in- 
cluded as one of the first points in design and construc- 
tion, to the salutary end that Mr. Clancy may pass away 
with some degree of privacy and the dignity which the 
moment demands. 


Group Hospitalization Plight 


» » Just how will Group Hospitalization Plans benefit 
that type of hospital which is made up principally of 
higher priced single and double rooms, with a small 
number of ward and semi-ward accommodations ? 

One hospital superintendent believes that the experi- 
ence which his hospital has encountered may be mir- 
rored in dozens of other institutions, and is well worth 
commenting upon. This hospital has but a few low- 
priced rooms of the semi-ward type which group hos- 
pitalization subscribers could occupy. The remainder 
of its rooms are fairly expensive, with a preponderance 
of private rooms. Group hospitalization has, in some 
instances, taken their available higher priced rooms out 
of circulation for other patients, but in the main it has 
caused group subscribers to revolt at the extra charges 
and depart for another hospital. With a high per capita 
cost, such as this hospital experiences, the superintend- 
ent does not see any feasible way of levelling off the 
charges, or otherwise setting his institution in such 
order that his hospital will benefit in increased revenue 
from group hospitalization business. 

While this may not apply to many hospitals at the 
present, in times of above-normal occupancy in the 
lower priced rooms, this may become a general prob- 
lem. It is worthy of consideration, both as a method 
of accentuating the interest of those superintendents 
who manage the type of hospital referred to, or as a 
method of giving forethought to a problem which may 
materialize m the future. 
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Helen R. Young 
Staff Dietitian 
Director 


DURING THE PAST months we have received fre- 
quent requests from dietitians, chefs, and pastry cooks, 
for practical and tried formulas for cakes, cookies, fill- 
ings, and icings. We have combined all these requests 
for this issue. If your pastry oven is not equipped with 
automatic heat control, we suggest you purchase a 
baking thermometer on the market for this purpose. 
Strict adherence to all weights and measure, dry and 
liquid, and baking heat, will result in a product you 
will be proud to serve in your institution. 


Baking Chart 
Food Temperature Time 

Cakes 

Angel food cake..... 275 deg. F. 30 minutes, and then 325 
deg. F. 30 min. or 
more 

Cup Cakes ....3.....d90 tooso F..  “20to 25min: 

PGiit CAMO) 2..624-640% 250 to 300 F. 1% to 4 hours 

Gingerbread ........¢ 350 F. 45 to 50 min. 

Jelly roll and sheet 

RAO aicwunaa toes 400 F. 12 to 15 min. 
Layer cake, % to 1 in. 

WICK Gib cca iees OVO. 20 to 30 min. 
Loaf cake, 1% to 2% 

Ws MICK 2 oe5.0hs. OOP. 40 to 50 min. 
Over 2% in. thick. ..350 F. I hour or more 
Poundcake ..465...<504 300 F. 1% to 1% hours 
Sponge cake ........; 325 F. I hour or more 
Cookies 
Most cookies .......350 to 425 F. 5 to 15 min. 
Fruit, soft molasses, 

and chocolate 

COOKIES) fo.) lecs.s SOLD 10050 Fe 8 to 15 min. 
Meringue 
For pies with cooked 

MINDES: © 0.5G-Ses Cd ONO. 15 min. 

Pastry 

PE) SHENS? -<.5cacct oe 450 F. 15 min. 

MAGE? SHOUS® sc e:s00 450 F. 10 to 15 min. 
Pies 


15 min., and then 350 F. 
20 to 30 min. 


3erry and fruit 
(canned and fresh).425 to 450 F. 
Cust ard (uncooked 


mixture baked in 15 min., and then 350 F. 


uncooked pastry). . 400 F. 30 min. 
10 min., and then 350 F. 
oe  eerrrrer 425 F. 30 min, 
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THE CHEF ANSWERS 


OD Sv LCE 


W. Marcel Shaw 
Chef de Cuisine, Reg. 
Consultant 





FROM THE PRIVATE FILES OF 
W. MARCEL SHAW 
Chef de Cuisine, Reg. 
Technician 
St. Margarets Hospital, Hammond, Ind. 


Consultant 
Lutheran Memorial Hospital, Chicago 





Quick Breads 
Baking powder _ bis- 


CUM oes Ssbleae ence 450 F. 12 to 15 min. 
Coffee cake-....... 205% 400 F. 25 to 30 min. 
Gorn breads. 03.5.6 425 F. 40 min. 
Fruit or nut bread. ..350 F. 1to1% hrs. 
INENENIIG) css accuses 400 to 450 F. 25 to 30 min. 
ROHS? tit iuitwad eeu 425 to 450 F. 15 to 20 min. 


Filling, Paste and Mixtures 
Pan Grease ‘ 
Cream light 
4% lbs. shortening 
1 Ib. 4 oz. butter 
1 Ib. 2 oz. flour 


Fudge Paste 
Sift thoroughly through flour screen 
3 lb. cocoa 
1 Ib. 10 oz. granulated sugar 
3 oz. soda g 


Make a paste of 4 Ibs. and 9 oz. of water, cold, incorporate 


thoroughly. Keep in a cold place. 


Spice Blend 
Sift thoroughly at least ten times 
2 Ib. 3 oz. cinnamon 
9 oz. nutmeg 
3% oz. ginger 
4 oz. cloves 
5 oz. allspice 
44 oz. mace 
1 oz. of gr. cardomom 
Place in a labeled and sealed can until ready to use. 


Devil's Food Paste 
Thoroughly incorporate 
3 Ibs. 2 oz. fine berry sugar 
3 lbs. 1 0z. cocoa 
add to make a paste 
6 Ibs. 3 oz. ice water. Stir well. Keep cool 
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Butterscotch Paste AD ; 
Whip well in mixing machine 


10 lbs. powdered brown sugar 

5 lb. butter and shortening mixed 

1 oz. salt 

1 oz. vanilla 

1 oz. cinnamon 

Add slowly while mixing 

1 lb. baking malt 

1 lb. 4 oz. strained honey 

Add 1 Ib. water 

Use for lining pans for upside cakes 


Date Paste : 
Thoroughly incorporate 


7 lbs. ground dates 
2% Ib. water 

3 oz. cinnamon 

8 oz. powdered sugar 

Keep cool 


Spice Cake Paste 
Incorporate thoroughly 
2 lb. granulated sugar 
6% |b. gr. raisins 
1 lb. 14 oz. water 
8% oz. No. 2 spice blend 
Keep cool 


Almond Paste Mixture 
Place in mixing machine 
start at medium speed 
4 lb. 5 oz. almond paste 
add gradually 
1 lb. egg whites 
Whip in thoroughly 
Cover with wax paper, and keep well 
refrigerated 
Fig Paste 
Incorporate thoroughly 
12 Ibs. cut figs 
4 lb. water 
8 oz. cinnamon 
Raisin paste same as fig paste; use chopped 
raisins instead of figs 


Pineapple Paste 
6% lb. crushed pineapple 
1 Ib. 3 oz. sugar 
Place in heavy part on slack part of range 
to slowly evaporate excess moisture 
This also may be done in cold oven 


Lemon Paste 
Incorporate thoroughly 
11 Ib. 9 oz. lemons 
finely ground with juice 
7 lb. granulated sugar 
3 oz. salt 
Keep cool 
Orange Paste 
Same as lemon, using oranges 


Icings 


Fudge 

Cream light 

4 Ibs. 2 oz. shortening 

8 lb. powdered sugar 

1% oz. vanilla 

Sift together and add: 

1 Ib. 14 0z. cocoa 

7 lb. powdered sugar 

7 oz. milk powder 

Dissolve thoroughly 

2 oz. gelatin in 1% lb. cold water with 

4 oz. salt 

Add to this 1 Ib. 2 oz. of shortening. Place the water, 

gelatin, and fat on fire and heat until fat is thoroughly dis- 
solved. Now add to this 2 lb. 3 oz. glucose. Pour the 
melted fat syrup preparation into the cream mixture with the 
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sifted milk powder, sugar, and cocoa. Beat at high speed in 
power machine until smooth. Working temperature about 
180 F. This icing may be made up and stocked and warmed 
up in hot water bath as required. 


Water Icing Cold 
11 lb. icing sugar 
1 lb. 6 oz. glucose 
1 lb. 3 oz. hot water 
¥% oz. vanilla 
1 oz. plain gelatin 
Dissolve gelatin in cold water. Incorporate all ingredients 
until smooth. For transparent glace, beat ,thoroughly until 
it is the proper consistency. Jor variety, use colors and 
Havors as desired. 


Butterscotch 

3 lb. water 

1% |b. baking malt 

15 lb. brown sugar, sifted 

boil to 230 deg. IF. Place in mixing bowl 
at high speed 

add 1% lb. milk powder 

15 lb. powdered sugar 

reduce speed of machine and add 2 Ib. 
sweet butter 

2 oz. vanilla 


Cooked Chocolate Icing 
Bring to a boil at 235 F. 
8 lb. 3 oz. sugar 
3 Ib. water 
Remove from range and add 
2 Ib. 3 oz. glucose 
3 lb. 4 oz. bitter chocolate 
4 oz. salt 
Whip this in well, and add 
3 Ib. 3 oz. powdered sugar and whip 
until smooth 
Beat on high speed, watch carefully as soon 
as mixtures starts to thicken, add 
1 lb. 9 oz. shortening 
then add 
1% oz. vanilla 
Whip smooth, apply icing at a temperature 110 IF. So:re- 
times more water may be needed due to various climatic 
conditions. 


Snow Fudge Icing 
Thoroughly incorporate: 
4 lb. 3 oz. shortening 
8 lb. 6 oz. powdered sugar 
2 oz. vanilla 
Dissolve in 
3 Ib. cold water 
5 oz. gelatin 
Thoroughly melt together 
add to the dissolved gelatin 
Y, oz. salt 
2 lb. cocoa butter 
4 lb. glucose 
Thoroughly mix with the creamed shortening 
and sugar, then whip in a high speed 
16 lb. powdered sugar 
1 Ib. 2 oz. milk powder 


Marshmallow 
Soak 
7 oz. gelatin in 
28 oz. cold water 
Let rest until gelatin is thoroughly dissolved 
Place in Bain-Marie, and heat to 140 F. 
Then add: 
3 lb. boiling water 
add to this 
13 lb. fine granulated sugar 
place in mixing machine, and 
whip slowly. Add 
2 lb. 3 oz. glucose 
Whip until the proper consistency is reached. Flavor as 
desired. This marshmallow must be used while warm, and 
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applied as quickly as possible. If marshmallow is left over, 
heat slightly in steam bath, and reheat. Keep all utensils 
free from grease. 


Marzipan 
For topping cakes 


Incorporate thoroughly 
1 Ib. 2 oz. almond paste 
and work until smooth 
13 0z. powdered sugar 
2 oz. egg whites 
French Butter Cream 
Heat in hot water bath to 110 F. 
4 lb. 2 oz. powdered sugar 
1 lb. 9 oz. egg yolks 
Beat until stiff and cream light 
5 oz. sweet butter 
2 lb. 14 oz. powdered sugar 
¥Y oz. vanilla 
Combine both mixes, and beat well 


Royal Icing 
Beat light 
2 lb. 3 oz. egg whites 
14 lb. powdered sugar 
lemon juice 
1 oz. cream of tartar 
14 oz. vanilla 
Keep covered with damp cloth until 
ready to use 


Cakes and Cookies 
Angel Food 
Beat stiff 
Egg whites, 2 lb. 3 oz. 
Granulated sugar, 1 lb. 4 oz. 
Cream of tartar, 14 oz. 
Salt, %4 oz. 
Add vanilla, % oz. 
Thoroughly sift together 5 times 
and fold in carefully into above 
Powdered sugar, 1 lb. 
Cake flour, 14 oz. 
Corn starch, 3 oz. 
Applesauce 
Cream in mixing machine 
Sugar, 1 Ib. 2 oz. 
Shortening, 1% Ib. 
Sweet butter, 1% Ib. 
Salt, 2% oz. 
Mix cake spice, 5 oz. 
Soda, 4 oz. 
Add whole eggs, 3 Ib. 2 oz. 
Incorporate : 
Baking malt, 3 Ib. 5 oz. 
New Orleans baking molasses, 2 lb. 6 oz. 
Soak together, and incorporate 
Stale cake crumbs, 3 Ib. 5 oz. 
Milk, 4 Ib. 2 oz. 
Add finely ground fresh or canned 
apples, 4 lb. 8 oz. 
Add cake flour, 10 Ib. 6 oz. 
Raisins, sultanas, 4 Ib. 
Citron, 1 Ib. 6 oz. 
Bride’s Cake 
Cream until light 
2 lb. 2 oz. sugar 
1 Ib. shortening 
1 lb. 3 oz. sweet butter 
Add slowly egg whites, 1 Ib. 11 oz. 
Thoroughly blend, and sifted together 
cake flour, 2 Ib. 
Baking powder, % oz. 
Beat and add 
Egg whites, 1 lb. 2 oz. 
Cream of tartar, % oz. 
Salt, % oz. 
Vanilla, 34 oz. 
Almonds extracted, % oz. 
Bake in tins having center tube 
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~ YOUR 
GREATEST 


t Pear Ag). ASSET 
2 + Te 





EOPLE gladly 
pay for what 
pleases them, for 


Sexton Specials of- 
food that pleases fer outstanding val- 


: , ues in foods 
their palate. It's poor <chieasamniiaalnass 


economy to try to _ Wy for those who 
save a few pennies Se) Tar People 
if that saving loses 

patronage. That's e 

why we say Sexton 

Foods really cost less. There are 
more servings per container, more 
satisfaction per serving, more profit 
per customer, more customers per 
day. As a matter of fact, Sexton 
pickles really cost no more than ordi- 
nary pickles. We make every sav- 
ing possible, by most careful selec- 
tion beginning with the seed. We 
grade them ourselves and process 
them in our own Sunshine Kitchens. 
Your pleased patrons are also our 
greatest asset and we guard it 
zealously. 


= SEXTON “ 


Gail @atcle) BROOKLYN 
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Pound Cake 

Thoroughly cream together 

Granulated sugar, 3 Ib. 3 oz. 

Butter, 3 Ib. 3 oz. 

Salt, 1% oz. 

Vanilla and lemon blended, % oz. 

Mace, % oz. 

Add: Beating in above, and thorough!y 
incorporate 

Whole egg, 3 Ib. 3 oz. 

Thoroughly sifted cake flour, 3 Ib. 3 oz. 

Bake in wood lined pound cake tins 


Chocolate Loaf Cake 


Incorporate 

Granulated sugar, 3 Ib. 2 oz. 
Shortening, 12 oz. 

Butter, 14 oz. 

Salt, 1% oz. 

Vanilla, %4 oz. 

Add whole eggs, 1 Ib. 3 oz. 
Baking malt, 1 Ib. 8 oz. 

Add milk, 3 Ib. 3 oz. 

Melted chocolate, 7 oz. 
Thoroughly sift and add 
Bread flour, 1 Ib. 10 oz. 
Cake flour, 2 Ib. 

Baking powder, 2% oz. 

Bake in paper lined loaf pans 
Scaling, 13 oz. batter for loaf tin, 7 in. 


by 3% in. 


Silver Pound Cake 


Cream together thoroughly 
Sugar, 4 Ib. 5 oz. 

Bread flour, 1 lb. 2 oz. 
Shortening, 2 Ib. 9 oz. 
Milk powder, 5 oz. 











fr 
( PANCAKES FOR LOW STARCH DIETS 


made with 


Ry, 
=e Cellu 1-3-3 Flour 
A prepared flour. Each pancake 


] has a food value of 
Carbohydrate 2 grams, 

c& fi 
FI I FREE SAMPLE ON REQUEST 
ei Dietary Foods 


Protein 4 grams, Fat 4 
CHICAGO DIETETIC SUPPLY HOUSE inc 


sively in diets for 
diabetics. 











grams. Used exten- 
Van Buren Jf CHICAGO....-Illinois 





Ameylas Leading Food Conveyor 


Found in Foremost Hospitals 


5-year guarantee against burn-out of 
electric element. Stainless steel con- 
struction at lowest prices in history. 


Manufactured by 


THE SWARTZBAUGH MFG. CO. 
Toledo, Ohio, U. S. A. 











Cup Cakes 


Doughnuts 


Salt, 1 oz. 

Add egg whites, 
Glycerin, 3% oz. 
Add milk, 8 oz. 
Almond extract, 4% oz. 
Lemon extract, 14 oz. 
Thoroughly sifted together 
Cake flour, 3 Ib. 2 oz. 
Baking powder, 3% oz. 
Milk, 1 Ib. 3 oz. 


3 Ib. 10 oz. 


White Base 


Cream light, scraping bowl 
down frequently 

8 lb. 2 oz. granulated sugar 

Salt: <2 4oz, 

Shortening, 2 Ib. 9 oz. 

Butter, 1 Ib. 2 oz. 

Flour, 1 Ib. 3 oz. 

Vanilla, 21% oz. 

Then add slowly 

Egg whites, 4 lb. 2 oz. 

Add milk, 5 Ib. 

Slowly incorporate that 
has been previously sifted 
together 3 times 

Cake flour, 8 Ib. 1 oz. 

Starch, 15 oz. 

Baking powder, 5 oz. 


Basic Golden 


Cream light, scraping bowl 
down frequently 

8 Ib. 2 oz. granulated sugar 

Salt, 2 02. 

Shortening, 2 lb. 9 oz. 

Butter, 1 Ib. 2 oz. 

Flour, 1 Ib. 3 oz. 

Vanilla, 214 oz. 

Then add slowly 

Egg yolks, 2 Ib. 1 oz. 

Whole eggs, 2 Ib. 

Add milk, 5 Ib. 

Slowly incorporate that has 
been: previously sifted 
together 3 times 

Cake flour, 8 Ib. 1 oz. 

Starch, 15 oz. 

Baking powder, 5 oz. 


Cream light: 

Granulated sugar, 3 Ib. 2 oz. 
Shortening, 2 Ib. 

Salt, % oz. 

Vanilla, 1 oz. 

Incorporate _ slowly 

Whole eggs, 3 Ib. 2 oz. 

Add whole milk, 2 lb. 2 oz. 
Sifted together and add 
Flour, 4 Ib. 9 oz. 

Baking powder, 3 oz. 


Thoroughly cream together 
Granulated sugar, 2 Ib. 9 oz. 
Butter, 8 oz. 

Shortening, 8 oz. 

Vanilla, 2 oz. 

Salt, 2 oz. 

Add slowly eggs yolks, 14 oz. 
Whole eggs, 10 oz. 

Then add: Milk, 4 lb. 1 oz. 
Thoroughly sifted and blended 
Flour, 8 Ib. 4 oz. 

Baking powder, 5 oz. 
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Sponge Cups 


Use the same method as for sponge cake, heat, 


and beat sugar, 1 Ib. 9 oz. 
Whole eggs, 1 lb. 2 oz. 
Egg yolks, 3 oz. 
Milk powder, 2 oz. 
Salt, 44 oz. 
Water, 8 oz. 
Flavor, % oz. 
Thoroughly incorporate and sift, adding 
to the above 
1 Ib. 4 oz. flour 
Baking powder, % oz. 
Bake in paper cups 
Gingerbread 
Mix: 
Sugar, 3 Ib. 1 oz. 
Shortening, 3 Ib. 
N. O. baking molasses, 7 Ib. 9 oz. 
Ginger, 3 oz. 
Cinnamon, 3 oz. 
Salt, 1% oz. 
Whole eggs, 3 Ib. 
Add: Dissolve, in milk, 6 oz. soda 
Milk, 9 Ib. 
Cake flour, 12 Ib. 
Ice-Box Cookies 
Mix into paste: 
Cake flour, 9 Ib. 2 oz. 
Butter, 6 Ib. 
Powdered sugar, 4 lb. 8 oz. 
Vanilla, 1 oz. 
Almond, % oz. 


Cocoa, various colors, nuts, candied peel, can 
be combined to produce various colored bars 
Allow to thoroughly harden in icebox, slice 


in desired figures. Bake 325 F. 

Almond Macaroons 

Almond paste, 10 Ib. 2 oz. 

Granulated sugar, 10 Ib. 3 oz. 

Cake flour, 1 Ib. 4 oz. 

Glucose, 1 Ib. 5 oz. 

Egg whites, 3 Ib. 12 oz. 

Salt, %4 oz. 


Into a mixing bowl, place small amount of the whites, add 
the glucose, flour, sugar, mix slowly, add balance of egg 


white gradually, and mix until smooth. 


In cool weather, it is sometimes necessary to warm the 
mix over a hot water bath to about 86 F. Deposit with star 
or round tube or papered pans, flatten head on macaroon, 


with a damp cloth. Bake 345 F. on double pans. 
French Fruit Cake 
Thoroughly cream until light: 
Golden sugar, 3 lb. 3 oz. 
Shortening, 3 Ib. 3 oz. 
Yeast, 1 Ib. 
Cinnamon, 2 oz. 
Cloves, % oz. 
Mace, % oz. 
Add carefully egg whites, 4 lb. 
Bread flour, 5 Ib. 9 oz. 
Add fruit biend and mix in thoroughly 
Fruit blend 
Seeded raisins, 8 Ib. 2 oz. 
Pecans, 2 lb. 4 oz. 
Blanched almonds, 2 Ib. 
Glazed cherries, 2 lb. 4 oz. 
White pineapple cores, 2 lb. 4 oz. 
Red pineapple cores, 2 lb. 
Green grapefruit peels, candied, 2 lb. 
Red grapefruit peels, candied, 2 Ib. 
White pineapple fingers, 2 lb. 4 oz. 
Candied orange peels, 1 lb. 9 oz. 
Citron peels, 1 Ib. 10 oz. 
Lemon peel, 12 oz. 
Baking malt, 1 Ib. 
Brandy, 14 oz. 
Water, 1 Ib. 
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Even healthy persons cannot relish coffee 
if these two “musts” have failed. What 
then of those whose constitutions are 
upset, whose psychology is awry, whose 


appetites are mulish? 


Hospital service has demands made on 
it that are unlike any other. And hospital 
service must be more exact and more 


careful than any other. 


We think we supply the finest coffee you 
can get. But to be sure that coffee 
reaches your patients in the cup as the 
freshest, most appealing hot drink imag- 
inable, we have a service plan that you 
should know about. Inexpensive, more 
efficient, surprisingly simple. Write for full 


information today, without obligation. 


CONTINENTAL 
COFFEE CO., INC. 


371-375 W. Ontario St., Chicago 


America’s Leading 


Institutional Coffee 
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Molasses Cookies 
Thoroughly incorporate 
Brown sugar, 3 Ib. 2 oz. 
Shortening, 1 Ib. 
Sweet butter, 1 Ib. 
Baking molasses, 1 lb. 10 oz. 
Salt, % oz. 
Punch flavor, 1 oz. 
Cinnamon, % oz. 
Add slowly egg yolks, 1 Ib. 2 oz. 
Add: Soda, 1 oz. 
Add: And mix in well, flour, 6 Ib. 2 oz. 
Glace, with egg wash, top with colored drop 
sugar, fruit, candy, nuts, and so forth. 
Lady Fingers 
Beat thoroughly until light 
Fine granulated sugar, 1 lb. 2 oz. 
Egg yolks, 1 Ib. 9 oz. 
Salt, 14 oz. 
Almond extract, 1% oz. 
Lemon extract, % oz. 
3eat thoroughly until light 
Granulated sugar, 1 Ib. 
Egg whites, 1 lb. 7 oz. 
Bring whites and yolks together by hand, 
add: 
Carefully, flour, 2 lb. 2 oz. 
Dress with pastry bag on paper lined tins, in 
double pans, when baked remove from pans 
at once to prevent drying out 


Art in Therapeutic Treatment... 


(Continued from page 15) 





proved. He became interested in charcoal drawing 
and did remarkably well. Soon he considered himself 
an authority and a critic. On one occasion he deigned 
to argue with the instructor over some lines that did 
not appear symmetrical, much to the amusement and 
entertainment of the entire ward. 

The patients were always disturbed when the in- 
structor failed to keep an engagement. On one occa- 
sion he was indisposed and being afraid of tubercu- 
losis he appeared somewhat hesitant about teaching on 
that particular day. The patients were not willing to 
accept his excuse because they realized his fears were 
unwarranted since every precaution is always taken. 
They insisted on their lessons, and the instructor con- 
sented. About midway through the lesson the patients 
began to discuss the symptoms of tuberculosis, for their 
amusement and the discomfiture of the instructor, 
saying that their symptoms had started in exactly the 
same manner. The instructor became so nervous that 
he could hardly hold a charcoal pencil in his hand ; the 
climax came later when the patients insisted that he 
remain for supper, which he did through mere polite- 
ness. During the meal the discussion varied between 
the works of art and symptoms of pulmonary disease, 
the instructor being most uneasy and the patients 
highly entertained. This instance is mentioned because 
of the changed attitude of the patients, and their 
friendliness and appreciation of the artist who had 
brought so much to them. 

In the spring of 1935 an exhibit was held on the 
wards. Numerous friends of the patients and of the 
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Hospital attended. They admired the work and many 
remarked about the happiness of the patients. It was 
evident that they were far from cured of their disease 
but one could appreciate that they had found a way to 
tolerate it—to live with it in a more hopeful manner. 

Evidently there is no basis for considering that color, 
paintings and creative work have a specific effect upon 
the healing of chronic diseases. But as emphasized 
earlier, the mind is an influence. Colors which favor 
relaxation, paintings that relieve monotony, and art 
work that is creative are means by which the mind may 
be treated. Witness the mental concentration and 
pleasure of the child playing with his own toy made 
from a stick of wood and a piece of tin which he pre- 
fers to his most expensive toy. Likewise every adult 
finds pleasure and pride in his accomplishments. If 
denied the opportunity to create, his mind will turn 
to the material at hand, the radio, books and magazines. 
While these are educational and instructive up to a 
certain point, they may become harmful especially in 
cases of long hospitalization. Patients tend to project 
themselves into the lives of their favorite characters in 
the books. They lead a dream-like existence and ex- 
clude the practical aspects of life. Their existence 1s 
almost a matter of sensations and sentiments, with the 
result that following discharge from the hospital they 
find themselves sensitive and easily disturbed even with 
the inconsequential things of life. On the other hand, 
the patient who lives in pleasant surroundings, who 
sees the artistic work of others and has the opportunity 
to do creative art retains a more normal state of mind 
with relation to his present and future life. With his 
first production he finds that he also has talents and 
that they are not submerged by his disease. The pa- 
tient who has become hypomaniac is shown how to di- 
rect his imagination in a constructive manner; the pa- 
tient with paranoic tendencies is side-tracked from his 
fantasies. With these effects it would be hard to 
imagine that the disease itself is not favorably influ- 
enced. 

One might speculate about art as a measure in the 
rehabilitation of patients who have had active pul- 
monary diseases. His “cure” does not end with dis- 
charge from the hospital. He must continue to take 
more rest than normal people; his exercise must be 
limited. Long periods of the day must be spent alone 
because friends and the members of his household are 
occupied. He will miss the idle chatter of the patients 
and he may grow restless as he did in the sanatorium. 
This is a time when a hobby is invaluable. With art, 
which he studied at the hospital, he will find many 
happy hours. He may discover some practical appli- 
cation in advertising, interier decorating or in making 
marionettes. There are, no doubt, many artists and 
directors of art associations, who are anxious to ex- 
tend their field of activity. They will recall that many 
celebrated artists have suffered from pulmonary tuber- 
culosis, heart disease and other chronic conditions. In 
hospitals they may discover a fertile field and will wel- 
come the invitation of hospital executives to cooperate. 
Thus, while art has possibilities as a therapeutic meas- 
ure, it may also have a practical application in the 
rehabilitation of patients; perhaps it may bring to 
light a new genius. 
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A.H.A. Annual Meeting 
To Be Held in Atlantic City 


» » Formal announcement of the thirty- 
ninth annual convention of the American 
Hospital Association has been made by 
the President and the Board of Trus- 
tees of the organization. The meetings 
will be held in the Auditorium and -Con- 
vention Hall, Atlantic City, New Jersey, 
September 13 to 17, 1937. Concurrently 
with the Association’s convention the 
annual meetings of the American Pro- 
testant Hospital Association, the Ameri- 
can College of Hospital Administrators, 
the American Occupational Therapy As- 
sociation, National Association of Nurse 
Anesthetists, American Association of 
Medical Social Workers, and the Chil- 
dren’s Hospital Association of America 
will be held. 


Pittsburgh Forms Hospital Council 


» » The new Hospital Council of 
Allegheny County, with a possible indi- 
cated membership of 25 voluntary and 4 
city and county institutions, became 
a reality, when at a recent dinner at- 
tended by hospital executives of Pitts- 
burgh, Abraham Oseroff, Director of 
Montefiore Hospital, and Secretary of 
the Joint Committee on Hospital Study, 
announced the carrying out of a mandate 
from a majority of the hospitals involved, 
following a vote taken last July. 

Elective officers of the new group are: 
Ralph W. Harbison, President of the 
Board, Presbyterian Hospital; Francis 
A. Keating, First Vice-President, Chil- 
dren’s Hospital; H. Lee Mason, Jr., 
Chairman, Executive Committee, Alle- 
gheny General Hospital; Dr. Frank R. 
Braden, Medical Staff, Valley Hospital ; 
Dr. J. P. Griffith, Medical Staff, Mercy 
Hospital; Dr. C. Howard Marcy, Medi- 
cal Director, Tuberculosis League Hos- 
pital; Mark H. Eichenlaub, Superinten- 
dent, Western Pennsylvania Hospital : 
Abraham Oseroff, Director, Montefiore 
Hospital and Jessie Turnbull, Superin- 
tendent, Magee Hospital. 


Colorado Hospital Association 
Has Active Meeting = 
» » A great deal of interest was dis- 


played in the many topics discussed at 
the recent 12th annual meeting of the 





Colorado Hospital Associaticn, held in 
Denver, Colorado. 
Mr. Guy M. Hanner, Superintendent 


of Bethel General Hospital, Colorado 
Springs, presented a paper on the topic, 
“Is There a Shortage of Graduate 
Nurses?” followed by a discussion by 
Phoebe Kandel, Colorado State College 
of Education, Greeley, Colorado, which 
evoked a spirited exchange of views. 
There was a rather general agreement 
among administrators present that there 
is a shortage of grauate nurses for gen- 
eral duty in hospitals, which opinion was 
not. shared by the nursing educators 
present, who felt that low salaries paid 
by many hospitals are responsible for this 
shortage. 

Dr. Vera Heinly Jones, Director of 
Maternal and Child Health, Colorado Di- 
vision of Public Health, discussed the 
Social Security Act as it would affect 
hospitals cooperating with its program 
for Crippled Child Care. W. S. McNary, 
Business Manager of the University of 
Colorado School of Medicine and Hos- 
pitals, Denver, was named President Elect 
of the Association. Walter G. Christie, 
retiring President, turned the Association 
over to the incoming President, Dr. Her- 
bert A. Black, Parkview Hospital, 
Pueblo, Colorado, 


: 
ig 


Arthur M.. Calvin, President, and E. E. Han- 
son, Executive Secretary, of the American 
Protestant Hospital Association, at the Am- 
bassador: Hotel in Atlantic City, N. J., ar- 


- yariging the. details of the A. P. H. A. con- 


vention whith will be held in that city 
Sept. 9 to 12, preceding the convention of 
the American Hospital Association, Sept. 
12 to 17. 
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The other officers elected for the com- 
ing year were as follows: First Vice- 
President, Msgr. John R. Mulroy, Dio- 
cesan Director, Catholic Charities, Den- 
ver; Second Vice-President, Mary K. 
Smith, Director of Nursing, Beth-El 
General Hospital, Colorado Springs; 
Treasurer, Josephine Ballard, Director of 
Nursing, Presbyterian Hospital, Denver 
and Trustee, Walter G. Christie, Pres- 
byterian Hospital, Denver. 


Subscribe $30,000 to Underwrite 
Chicago Group Hospitalization 


» » Twenty-eight Chicago area residents 
have subscribed $30,000 to the Plan fer 
Hospital Care as working capital, ac- 
cording to the announcement of Charles 
H. Schweppe, acting treasurer of the cor- 
poration. 

The fund has been created to give the 
plan a sound financial position and in- 
sure the safety of its operation. The 
subscriptions were made in the form of 
loans which can be repaid only from the 
earned surplus of the Plan for Hospital 
Care. 

“This fund will carry our administra- 
tive expenses during the period in which 
we are setting our machinery in motion,” 
Mr. Schweppe said. “By agreement with 
the Illinois Department of Insurance, we 
are setting aside at least 65 per cent of 
all cash receipts from subscribers in a 
guaranteed fund to pay for hospital 
services. This prctects the subscriber, 
and guarantees him that at all times the 
corporation will have sufficient funds to 
meet its obligations to the cooperating 
hospitals.” 


Minnesota a Leader in 
Group Members 


» » Minnesota ranks second highest in 
the country in the number of persons 
enrolled in the Hospital Service associa- 
tion, E. A. van Steenwyk, executive sec- 
retary of the Minnesota association, said 
in a report on the growth of the organ- 
ization. Only New York with 140,000 
members, has a larger membership. The 
Minnesota association has 32,000 mem- 
bers, and 30,000 dependents, who are en- 
titled to hospitalization on the additional 
fees paid by members. 




















Thirty-Six Chicago Hospitals 
Join Group Plan 


» » Thirty-six of Chicago’s best-known 
hospitals, with a total of 8,716 beds will 
participate in the plan for hospital care 
for which enrollment bezan recently. 

The hospitals are: 

Alexian Brothers, American, Augus- 
tana, Columbus, Evangelical, Evanston, 
Garfield Park, Grant, Henrotin, Holy 
Cross, Home for Destitute Crippled 
Children, Hospital of St. Anthony de 
Padua, Jackson Park, Little Company of 
Mary, Lutheran Deaconess, Lutheran 
Memorial, Mercy, Michael Reese, Mother 
Cabrini Memorial, Mount Sinai, Oak 
Park, Passavant, Presbyterian, Provi- 
dent, Ravenswood, St. Anne’s, St. Ber- 
nard’s, St. Elizabeth’s, St. Joseph’s, St. 
Luke’s, St. Mary of Nazareth, Univer- 
sity of Chicago Clinics, Wesley Memo- 
rial, West Suburban and Woodlawn. 

The plan provides for tweny-one days 
of hospital care for gainfully employed 
persons for an annual fee of $9.60. They 
are guaranteed the services specified in 
their contracts when they become patients 
and in case of emergency illness or acci- 
dent they may receive benefits in non- 
member hospitals up to $6 a day. 


Heart Apparatus for 
Pennsylvania Hospital 


» » The Elk County General hospital of 
Ridgeway, Pennsylvania, has just  in- 
stalled a Sanborn  electrocardiograph. 
This is a sensitive apparatus for measur- 
ing the electrical currents of the heart. 
These currents are greatly altered in any 
form of heart disease and the detection 
of abnormalities in the heart is possible 
with this instrument when no other signs 
of symptoms are present. 


19 Free Ambulances Bring Needy 
to Iowa University Hospitals 


» » In the past four years a fleet of free 
ambulances serving the needy sick of 
Iowa has traveled over three million miles 
in bringing patients from their homes 
and back again from the State Univer- 
sity Hospitals in Iowa City. Started in 
April, 1932, by F. G. Neff, hospital ad- 
ministrator, the service complies with a 
state law requiring the institution to pro- 
vide medical and surgical treatment to 
the needy of the state without cost to the 
individuals. Appropriations made by the 
state legislature provide for the hospitali- 
zation and ambulance service. 

A fleet of nineteen ambulances travel- 
ing the state every day average eight 
thousand miles each month. Standard 
seven passenger cars with minor altera- 
tion are used. Each one is capable of 
handling one cot patient and as many as 
four sitting patients at one time. The 
cost per mile for each patient averages 
about 1% cents, which includes driver's 
salary, garage rent, depreciation and all 
the operating expenses of the cars. A 
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Each ambulance of the Iowa University 
Hospital service can handle one patient 
on a cot and four sitting patients. 


traffic clerk arranges the trips geograph- 
ically and a written trip order is issued 
for each patient transported. 

About 2200 patients are transported 
each month and it is claimed that the ser- 
vice has saved the hospital an immense 
sum in transportation costs. In the two 
hospitals the census of patients runs about 
800 bed patients a day, and they treat ap- 
proximately 22,000 individual patients in a 
year. Due to the savings in transportation 
costs effected by the ambulance service, 
the hospital has been able to increase its 
service to the state’s indigent sick to the 
extent of 90% in the past six years. 


P.W.A. Builds National 
Chain of Hospitals 


» » Forging a nation-wide chain of de- 
fenses against disease, the public works 
administration has become America’s 
leading hospital-builder. The construc- 
tion program of this agency included 
over two-thirds of all hospitals built dur- 
ing the past three years, according to a 
report made recently to Public Works 
Administrator Harold L. Ickes. 

Hospitals and disease-fighting equip- 
ment whose total cost will be approxi- 
mately $140,000,000 are now under con- 
struction or have been completed. Ac- 


commodations for 50,000 patients are be- 
ing provided. New links to the chain of 
defenses are being added weekly as PWA 
makes new allocations for hospital con- 
struction from its revolving fund, and the 
total projects in the building program now 
number 465. 

Erecting new plants where no or in- 
adequate hospital facilities existed before, 
and modernizing old hospitals or arming 
them with new equipment, PWA_ has 
allocated up to July 1, $67,451,019 for 331 
non-federal undertakings providing 76 
buildings with a bed capacity of 40,909. 

The hospital systems maintained by 
various branches of the federal govern- 
ment were enlarged or improved with 
allotments totaling $16,934,859. Although 
records of the bed capacity of the 134 
federal institutions are not available, -it 
is estimated that they will afford accom- 
mcdations for not less than 10,000 pa- 
tients. 

The report presented to Administrator 
Ickes summarizes the entire non-federal 
hospital building program through which 
PWA assists communities by making 
grants of federal funds to encourage em- 
ployment and by providing loans where 
financing cannot be obtained elsewhere. 
Hospitals erected under PWA’s federal 
program are not included in the report, 
which is now available in published form 
and which shows grants totaling $40,964,- 
979 and loans totaling $26,486,040 to non- 
federal institutions. 

PWA entered the hospital-building 
scene at a time when the number of 
private institutions was steadily dimin- 
ishing because of the consolidation pro- 
grams in large cities and because of fi- 
nancial distress due to the depression. At 
the same time, there was an increasing 
demand for public hospital facilities be- 
cause of a growing class of indigent 
sick, 

“We have made it a rule never to es- 
tablish a hospital where existing insti- 
tutions are adequate,” said Administrator 
Ickes, commenting on the report. “In 
doing so we would not only aggravate a 
serious financial situation for older hos- 
pitals but we would also jeopardize re- 
payment of the PWA loan.” 


Part of the Iowa State University Hospital fleet of nineteen ambulances, which bring the 
indigent sick of the state to lowa City for free treatment. 
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Coming Meetings of American 
College of Surgeons 


» » During 1937 the American College 

of Surgeons is planning a series of Sec- 

tional Meetings as follows: 

Atlanta, Ga., February 3-4-5—Georgia, 
Florida, North Carolina, South Caro- 


12 :00- 2:00 


2:00- 4:30 
2:00- 5:00 


2:00- 5:00 


5 :00- 6:00 


Inspection of technical and 
scientific exhibits. 

Hospital conference. 
Scientific meeting, general 
surgery. 

Scientific meeting, eye, ear, 
nose and throat surgery. 
Inspection of technical and 


lina, Tennessee, Alabama, Mississippi, 


participating at the Atlanta- 


Edmonton, Alta., March 24-25—Alberta, 
Saskatchewan, Manitoba, at the Mac- 


Seattle, Wash., March 31-April 1-2— 
Washington, Oregon, Idaho, Montana, 
British Columbia, at the Olympic Hotel. 

Denver, Colo., April 7-8-9—Colorado, 
Utah, Wyoming, Nebraska, Kansas, 


New Mexico, Arizona, 


Western Texas, at the Cosmopolitan 


In addition, a fifth meeting is contem- 
plated in Halifax, Nova Scotia, for the 
maritime provinces of Canada, arrange- 
ments for which are nct yet completed. 

A general outline of the program is as 


First Day 


Registration and general in- 
formation for Fellows of the 
College, hospital represen- 
tatives, and guests. 
Inspection of technical and 
scientific exhibits. 
Operative and non-operative 
clinics at local hospitals, sur- 
gery and the surgical spe- 
cialties. 
Hospital conference. 
Inspection of technical and 
scientific exhibits. 
Medical motion pictures: 
1. General surgery. 
2. Eye, ear, nose and 
throat surgery. 
Hospital conference. 
Annual meeting, Fellows of 
the College. 
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8 :00-10 :00 
8 :00-10 :00 


8 :00-10 :00 


8 :00- 9:00 


8 :00- 9:00 


9 :00-12 :00 


9 :30-12 :00 





Inspection of technical and 
scientific exhibits. 
Medical motion pictures: 
1. General surgery. 
2. Eye, ear, nose and 
throat surgery. 
Scientific meeting, general 
surgery. 
Scientific meeting, eye, ear, 
nose and throat surgery. 
Hospital round table con- 
ference. 


Second Day 


Registration and general in- 
formation for Fellows of the 
College hospital representa- 
tives, and guests. 

Inspection of technical and 
scientific exhibits. 

Operative and  non-opera- 
tive clinics at local hospitals, 
surgery and the surgical spe- 
cialties. 

Hospital conference, panel 
round table. 


scientific exhibits. 
7:00-10:00 Medical motion pictures: 
1. General surgery and 
eye, ear, nose and throat sur- 
gery. 
8:00-10:00 Community Health Meet- 
ing. 


Third Day 


8:00- 9:00 Registration and general in- 
formation for Fellows of the 
College, hospital representa- 
tives, and guests. 
8 :00- 9:00 Inspection of technical and 
scientific exhibits. 
9 :00-12:00 Special clinics at local hos- 
pitals : 
(a) Cancer. 
(b) Fracture. 
(c) Eye, ear, nose and 
throat. 
9 :30-12:00 Hospital conference, panel 
round table. 
12:00- 1:30 Inspection of technical and 
scientific exhibits. 
1:30- 2:30 Medical motion pictures: 
1. General surgery. 
2. Eye, ear, nose and 
throat surgery. 
2:00- 4:30 Hospital conference, demon- 
strations. 
2:30- 5:00 Scientific meeting, general 
surgery. 
2:30- 5:00 Scientific meeting, eye, ear, 
nose and throat surgery. 


Hospital trustees, superintendents, 
nurses, departmental personnel, and _ all 
others interested in hospitals are invited 
to attend the hospital conference. which 
will consist of papers, panel discussions, 
and demonstrations of especial interest to 
all persons associated with the institu- 
tional care of patients. 

In order to amplify the clinical pro- 
‘grams and to broaden the scope of the 
sectional meetings in general, the dura- 
tion of these meetings has been extended 
from two to three days except in in- 
stances where the section covered is 
smaller and the clinical facilities are more 
limited. This plan proved a success in 
1936, not only in respect to the clinics and 
the scientific programs, but it was more 
advantageous from the standpoint of the 
technical exhibitors, 


Hospital Group Studies 
New Policy i 


» » A second hospital insurance policy 
will be laid before the hospitalization 
committee of Urbana, Illinois, by V. L. 
Nickell, chairman of the general com- 
mittee. 

The new policy, offered by an Omaha 
company, has a 60-day hospitalization 
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coverage for each illness in the year in 
contrast to the 21-day aggregate of the 
usual policy. It also has clauses of 
$1,000 payment for the following: 
Death benefit, loss of both hands, both 
feet or both eyes, or one hand and one 
foot, and a $500 payment fcr the loss of 
either hand, eye or foct. 


Group Directors Counsel 
Chicago Plan 


» » E. A. Van Steenwyk, director of the 
Minnesota Hospital Service Association, 
and Frank J. Hughes, assistant director 
of the Associated Hospital Service of 
New York, spent a week in Chicago 
recently counseling Chicago’s Hospital 
Service Corporation on procedures in 
the enrollment and _ hospitalization of 
subscribers and the tabulation of records. 

The visit by Mr. Van Steenwyk and 
Mr. Hughes followed the recommenda- 
tion of Dr. C. Rufus Rorem, consultant 
on hospital service plans for the Ameri- 
can Hospital Association, that new non- 
profit plans make full use of the experi- 
ence of successful plans already in oper- 
ation. 

Mr. Van Steenwyk and Mr. Hughes 
laid out a complete system on temporary 
tables in the office of the Chicago plan. 
After three days spent in lecturing to 
the staff associated with Perry Addle- 
mar, director of the Chicago plan, a day 
was devoted to questions by the em- 
ployees. Mr. Hughes and Mr. Van 
Steenwyk then devoted another day to 
summarizing recommendations to the 
Chicago group. 


Charlotte Swift Hospital to Be 
Called Saint Mary Hospital 


» » The Sisters of St. Joseph have an- 
nounced that the name of the Charlotte 
Swift Hospital of Manhattan, Kansas, 
which they purchased in the latter part 
of October, will be changed to St. Mary 
hospital. 

Sister Frederica, formerly of the Saint 
Joseph Hospital of Belvidere, Illinois, is 
the superintendent. Assisting Sister 
Frederica are: Sister Alicia of Saint Jo- 
seph Hospital of Belvidere, Sister Hubert 
of St. John’s Hospital at Salina, Kansas, 
and Sister Edith of the Saint Joseph 
Hospital of Concordia, Kansas. 


Correction Notice 


» » Inadvertently, in the November is- 
sue of Hospiran MANAGEMENT, the 
cover photograph was credited to E. R. 
Squibb and Sons. We are indebted to 
the Lewis Manufacturing Company, ac- 
tual owners of the photograph copy- 
right, for calling the error in our cour- 
tesy line to our attention. 






















































































Howard Bishop Heads New 
Committee on Policies 


» » Howard E. Bishop, Superintendent 
of Robert Packer Hospital, Sayre, 
Pennsylvania, has been named chairman 
of the Pennsylvania State Association 
Committee on Scope and Policies by 
President Melvin L. Sutley. 

This is a new committee. Its ultimate 
object is to find a way to invest the 
State Association with regulatory pow- 
ers, following a suggestion which was 
first made by Dr. Allen Jackson, when he 
retired as president of the Association. 
An outline of his suggestion follows: 
“The ways and means of solving the 
many problems confronting hospitals, I 
believe to be a Committee of the Asso- 
ciation on Standards and _ Policies. 
Through our Association we could unan- 
imously express our views on hospital 
matters. Secondly, if we should establish 
such standards, those institutions meet- 
ing them would automatically become 
members of this Association. A certifi- 
cate of membership would then mean 
something. No longer would it be nec- 
essary to be surveyed by the American 
College of Surgeons, the American Medi- 
cal Association, nursing boards, Boards 
of Licensure and other boards. Mem- 
bership in this Association would meet 
the standards of any board. Membership 
as an Administrator, or Superintendent, 
or Assistant, would immediately identify 
such an individual as being properly 
trained in his respective field.” 


PERSONALITIES 


@ HOMER WICKENDEN, general di- 
rector of the United Hospital Fund 
of New York; Frank Van _ Dyk, 
director of the Associated Hospital 
Service of New York, and Rey. Al- 
phones M. Schwitalla, S. J., dean of the 
School of Medicine at St. Louis Uni- 
versity and president of the Catholic 
Hospital Association of the United 
States and Canada, were guest speak- 
ers at a dinner given January 12th for 
Chicago hospital trustees by Charles H. 
Schweppe, president of the Chicago Hos- 
pital Council. 


@ Appointment of DR. PHILIP H. 
KREUSCHER as chief surgeon at 
Chicago was announced recently by the 
Carnegie-Illinois Steel Corporation, suc- 
ceeding Dr. George G. Davis, who has re- 
signed. The appointment of Dr. Joseph 
C. Donchess, formerly of Youngstown, 
as assistant to Dr. F. W. Merritt, chief 
medical officer at the Corporation’s Gary, 
Ind., plant, was also announced. 

Dr. Kreuscher, who is immediate past 
president of the Illinois State Medical 
Society and a fellow of the American 
College of Surgeons, will locate his 
office at the Corporation’s Chicago head- 
quarters, 208 South LaSalle Street. He 
is a graduate of Northwestern University 
Medical School, and served as instructor 
in surgery there from 1914 to 1919. 
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Dr. Philip H. Kreuscher, recently appointed 
chief surgeon of the Carnegie-Illinois Steel 
Corporation at Chicago. 


From 1920 to 1932 he was connected 
with Loyola University Medical School 
as Clinical Professor Orthopedic Sur- 
gery, and from 1932 to the present time 
he has been Assistant Professor of 
Surgery at Northwestern University 
Medical School. He is attending surgeon 
at Passavant Memorial and Wesley 
Memorial hospitals, and attending or- 
theopedic surgeon at the Cook County 
Hospital in Chicago. In addition he is 
a member of the Board of Trustees and 
Faculty of Cook County Graduate School 
of Medicine and the Veterans’ Adminis- 
tration Faculty as consulting surgeon at 
the Edward Hines, Jr., Hospital. From 
1932 to 1936 he served as Medical Di- 
rector for the Industrial Commission of 
Illinois. 


@ EMMALINE McKEE, floor super- 
visor at Georgia Baptist Hospital, At- 
lanta, Georgia, has resigned her position 


after seven years of service to return to ' 


her home to care for her ailing mother. 
Hazel Coppedge succeeds Miss McKee 
in her duties. 


@ MRS. AMY McLAREN, Superin- 
tendent of Centre County Hospital, 
Bellefonte, Pennsylvania, has resigned her 
position. 


@ EDITH STOLPE, a graduate of the 
University of California in the depart- 
ment of dietetics, is the new dietitian at 
Berkeley General Hospital, Berkeley, 
Califcrnia. 


@ FREDERICK F. BACH was unani- 
mously elected as a member of the Board 
of Directors of the Hospital for Joint 
Diseases of New York City. 


@ ANNA HOLTMAN, superintendent 
of Christian Welfare hospital, East St. 
Louis, Illinois, was elected president of 
a district division of the Illinois Nurses’ 


association at the annual meeting of the 
association. 


@ MRS. MARGARET ALLMAN, state 
welfare director, announced recently that 
a conference would be held with state 
institution superintendents and state offi- 
cials rezarding the feasibility of building 
a new wing to the Lima State Hospital. 
The addition will be used to house about 
200 feeble-minded inmates now confined 
to four penal institutions throughout the 
state. 


@ SAM A. DURHAM of Richmond, 
Virginia, was elected steward of the 
Southwestern State Hospital at a special 
meeting of the hospital board held re- 
cently. The position of steward, equiva- 
lent to business manager, was made va- 
cant by the resignation of Walter John- 
ston, who held the post for nineteen 
years. 


@ EVA LAW, who has been assistant 
superintendent of the Still-Hildreth San- 
atorium of Macon, Missouri, for the 
past 13 years, has been appointed as gen- 
eral superintendent to the nursing staff 
at Ottawa General Hospital, Ottawa, Illi- 
nois. 


@ GLADYS BYRAM, who has been 
superintendent of the La Salle County 
Tuberculosis Sanitarium, LaSalle, Illi- 
nois, for the past seven years has been 
succeeded by Bya Chapman. 

Miss Chapman came to Ottawa from 
Champaign, where she was superintendent 
of the Champaign County Tuberculosis 
Sanitarium. 


@ ELEANOR VINSON has succeeded 
Catherine Albert as Superintendent of 
Chambersburg Hospital, Chambersburg, 
Pennsylvania. 


PROJECTS 


@ The executive committee of Chris- 
tian Welfare hospital of East St. Louis 
has been instructed to consider plans for 
remodeling the present structure and 
building an addition to it. It has been 
decided to temporarily drop the plans 
which called for the erection of an en- 
tirely new building. 


@ Complete modernization of the X-Ray 
equipment of Harrisburg Hospital, Har- 
risburg, Pennsylvania, was authorized by 
the Board of Managers at a recent meet- 
ing. New equipment will be purchased 
in the near future, according to the 
statement of W. S. Kohlhaas, Superin- 
tendent. 


@ The laying of the cornerstone of the 
new Alton Memorial Hospital, Alton, 
Illinois, the gift of Eunice Smith and 
Mrs. Pascal Hatch, took place on the 


afternoon of December 4th. The cere- 
monies were under the auspices of the 
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Methodist Episcopal Church, as will be 
the management of the hospital under 
construction. Bishop Ernest Lynn Wal- 
dorf, outstanding clergyman, officiated. 


@ Plans are well under way for a $37,- 
000 tuberculosis hospital to be constructed 
at San Luis Obispo, for the County of 
San Luis Obispo, California. 


@ The proposed Seidle Memorial Hos- 
pital, which will occupy the converted 
Campbell residence in Mechanicsburg, 
Pennsylvania, will accommodate 15 beds, 
according to a recent report. Funds for 
the purchase of the building and its con- 
version into a modern healing institution, 
amounting to $200,000 are available from 
the estate of the late D. W. Seidle. 
John A. Davis is chairman of the board. 
Chairmen of the various committees are: 
S. T. Sunday, Executive; John Robert- 
son, Property and Supplies; M. L. Dick, 
Finance; D. R. Jacobson, Credit. Other 
Trustees are: W. F. Snelbaker, L. H. 
Lamb, Conda H. Diehl, Dr. E. A. 
Heagle, Wm. D. Ritter, Dr. R. R. Spahr, 
P. H. Kuhns, George E. Lloyd, N. W. 
Hershner and D. D. Cover. 


@ With the foundation for the new 
Stephen H. Grant Hospital at Deport, 
Texas, already poured and forms in place 
for the concrete floor, the structure is 
rapidly assuming shape and favorable 
weather promises an early completion of 


the institution will replace the recently 
burned Deport Sanitarium. 

Modern in €very respect, the hospital 
will be of fifteen-bed capacity, with 
ample laboratory space as well as com- 
plete equipment for all medical and sur- 
gical treatment. 


@ Stanley Sims, superintendent of the 
Iroquois hospital, Watseka, Illinois, was 
in Chicago recently to present plans to 
the Public Works Administration office 
for the contemplated construction of a 
$100,000 hospital building in the near 
future. 


DEATHS 


@ WILLIAM:H. GUPPY, manager of 
the New York office and Export Sales 
of the American Sterilizer Company, 
died on December 16th at the Murray 
Hill Hospital in New York City after 
an operation following a short illness. 


A pioneer in the disinfector and steri- - 


lizer industry, at an early age Mr. Guppy 
joined Francis Brothers in the Kensing- 
ton Engine Works at Philadelphia, 
where in collaboration with Doctor Kin- 
youn, they developed the original Kin- 
youn-Francis Disinfector. When Fran- 
cis Brothers sold their interest in the 
Kensington Engine Works, Mr. Guppy 
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was made president, in which capacity he 
continued until his association with the 
American Sterilizer Company in 1914, 
when that firm acquired the Disinfector 
Department of the Kensington Engine 
Works. 

Following several years in sales and 
engineering at the Erie headquarters, Mr. 
Guppy was selected to manage the firm’s 
New York office in 1918 in charge of the 
Eastern sales district and exports, a posi- 
tion he held until his death. 


@ MSGR. JOHN J. CURRAN, of St. 
Mary’s Roman Catholic Church, Wilkes- 
Barre, Pennsylvania, and trustee of 
Mercy Hospital of that city, died re- 
cently. 


@ JOHN E. SWANGER, superinten- 
dent of Modern Woodmen Sanitarium, 
Woodmen, Colorado, died recently at 
Rochester, Minnesota, after an_ illness 
which lasted for three days. Mr. 
Swanger had been prominent in Missouri 
politics some years in the past, when he 
was Secretary of State, and at one time 
candidate for Governor. He had always 
been active in the affairs of the Colorado 
Hospital Association, having been chair- 
man of many important committees, and 
State Chairman for National Hospital 
Day. He had been a trustee of the Asso- 
ciation for the past five years and was a 
consistent visitor to the conventions of 
the American Hospital Association. 
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YOU'LL FIND THIS FLOOR MACHINE 


That fits into the traditional Quiet of every Hospital and insures efficient 
floor maintenance and perfect cleanliness in scrubbing, waxing and polish- 
ing. The LINCOLN SINGLE-DISC performs these three services with expert 

~ ease and efficiency. So simple that anyone can operate it. 
o It not only serubs, waxes and polishes with equal facility, 
but actually pays for itself in savings in time, labor and 
materials. Reduce maintenance costs. Try the LINCOLN 
SINGLE-DISC MACHINE, 


ON 5 DAYS’ FREE TRIAL 


Let us send you one of these miracle machines 
for 5 days at our expense. Watch it glide across 
your floors, leaving a clean, 
sanitary surface. Automatic 
Control Switch snaps “OFF” 
when operator removes hand. 
Locking button to hold in 
“ON” position. Slight touch 
on lever snaps switch “OFF.” 






MAIL 
COUPON 
TODAY 


LINCOLN-SCHLUETER FLOOR MACHINERY CO. 





l 137 | 
| 204 W. Grand Ave., Chicago, Ill. | 
Please send me full details of your 5-Day FREE TRIAL OFFER. Also 
| complete specifications on the new Lincoln Single-Dise machine. | 
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The Subsidiary Worker... 


(Continued from page 23) 





tional career and thereby afford the students an op- 
portunity of becoming more proficient in complicated 
nursing technique. 

The hospital administrator who pays nurses to carry 
water, serve trays, make beds, clean ordinary instru- 
ments and equipment, pass bed pans, transport pa- 
tients, care for flowers, make plaster bandages, clean 
and set up unsterile trays, and perform many other 
similar duties in most instances is paying dearly for 
such services and is adding an unreasonable finan- 
cial burden to the patient who must pay the bill. A 
really worth while economy can be effected by care- 
fully planning a subsidiary workers’ program thereby 
freeing nurses from routine non-nursing duties. 
Subsidiary workers can be employed at a salary of 
approximately thirty-five dollars per month and meals. 
Raises to forty and forty-five dollars per month to 
those workers who are most attentive to their work 
are not unreasonable, and yet a decided saving is 
effected when these salaries relieve the payroll of grad- 
uate nurses who should reasonably be expected to 
receive a minimum of sixty-five to seventy dollars 
per month with room, board, and laundry. 

To supplement the nursing staff with subsidiary 
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workers a definite program must be developed. Un- 
fit or untrained workers will not suffice. They must 
be‘ properly instructed in their duties and their work 
properly supervised. In developing this program we 
have secured male employes for the men’s divisions 
and female employes for the women’s divisions. The 
service of a graduate male nurse to act as a head or- 
derly was secured to look after the details of em- 
ploying and training the male workers. He inter- 
views all applicants and employs those whose educa- 
tional qualifications, appearance, personality, and gen- 
eral fitness seem to meet our requirements. A list of 
duties, generally instructions, and a series of dem- 
onstrations for their particular assignment are given 
over a period of days. Each orderly is provided 
with a book of instructions from which he may re- 
view after initial instruction. The head orderly care- 
fully follows them on the ward and attempts to per- 
fect their services. The head nurse reports to the 
head orderly any deficiency, and if their services do 
not show promise of value after a trial period they 
are relieved of their duties. In addition to training 
and supervising the male workers the head orderly 
attends to matters of discipline, issues uniforms, and 
attends to checking of uniforms in and out of the 
laundry. He is responsible to the Staff of the School 
of Nursing, from which he receives fullest coopera- 
tion. The greatest difficulty encountered with male 
subsidiary workers is their tendency to be. floaters 
and to remain employed for short periods of time, 
although several in our employ have been with us 
for years. 

The female subsidiary workers are employed by a 
representative of the School of Nursing and one 
of the school’s staff instructs and trains them for their 
particular duties. Duties are divided into two groups; 
maids are employed to do cleaning and nurse help- 
ers’ assignments comprise such tasks as _ running 
errands, bed making, accompanying patients to cer- 
tain clinics, washing and filling water pitchers. Their 
work is supervised by the head nurse after assign- 
ment to a division. The female workers have shown 
a definite tendency to prefer permanent employment 
and continue their work for much longer periods of 
time than male workers. 

In developing a subsidiary workers’ program we 
believe that care must be exercised to see that a group 
of “pseudo-nurses”’ are not created to further cloud the 
nursing horizon. Their duties must be clearly de- 
fined and should closely follow those described in the 
“Manual of the Essentials of Good Hospital Nursing 
Service” prepared by the Division of Nursing of 
the Council of the American Hospital Association 
and the Committee of the National League of Nursing 
Education. 

While our program is still in an experimental state 
and not fully developed, it has been so successful that 
we are convinced that it offers a satisfactory solu- 
tion to a part at least of the nursing expense and 
bids well to improve our nursing service. It also 
has served the most useful purpose of rendering good 
nursing care at lower cost without forcing the nurses 
to receive salaries below their just deserts. 
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“It means a lot to little fellows like me to 
get an antiseptic rub with Mennen Anti- 
septic Oil every day. That’s the best way 
there is to keep our skin safe from nasty 
germs. I’m mighty glad I was born in a 
hospital where they use this oil. And I’m 
mighty glad they told my mother to keep on 
using it on me after she took me home.” 


Every month an average of fifty additional hos- 
pitals* adopt Mennen Antiseptic Oil routinely in 
the nursery for the care and protection of the baby’s 
skin. More than 2300 hospitals now use it—for 
removing the vernix antiseptically and for the daily 
prophylactic treatment of the skin. 


Clinical results have definitely proved the value of 
the Mennen Oil technique. Many hospitals have 
written us to the effect that the regular use of 








’m Scared 
of germs. 


Mennen Antiseptic Oil has aided materially in ban- 
ishing impetigo from their nurseries—and in con- 
trolling this infectious skin disorder should it exist. 


In Antiseptic potency, Mennen Antiseptic Oil is 
equal to the commonly-used ammoniated mercury 
ointments, yet it is absolutely non-irritant and non- 
toxic. It can be used daily without danger of der- 
matitis. It is pleasant to handle, leaves no greasy 
residue, does not discolor bed linen or clothing, and 
washes out easily. 
For further information address the Hospital De- 
partment of the Mennen Company—Newark, New 
Jersey. 
*In five short years Mennen Antiseptic Oil has 
been adopted for routine nursery use by more than 
2,300 hospitals—nine-tenths of all those which are 
important in maternity work. 


MENNEN Adtiseptic OIL and POWDER 
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DEPARTMENT OF NURSING SERVICE 


arate ge 


Janet Fenimore Korngold 


Director, School of Nursing, St. Luke’s Hospital, Chicago, IIl., 


Editorial Director 





A NEW DEPARTMENT DEVOTED TO THE SUPERVISORY, 


TEACHING, PRACTICING AND STUDENT FIELDS 


» %» 9% UPON THE SHOULDERS of the Nurse, 
to a large extent, rests much of the responsi- 
bility for both the adequate care of the pa- 

tient and the maintenance of the greatest degree of 
efficiency in the operation of the institution of which 
she is a part. Her contribution to the hospital and 
medical field in general in the role of supervisor, floor 
or student nurse, embraces not only these tangible 
things, but also the immeasurable values of a deep and 
sympathetic understanding of the sick, coupled with 
an intelligent and practical humanitarianism. 

To more adequately serve the hospital Nurse, and in 
serving her, render a more complete and constructive 
service to the hospital world, HosprraL MANAGEMENT 
inaugurates, in this issue, The Department of Nursing 
Service, Under the editorial supervision of Mrs. Janet 
Fenimore Korngold, director of the 
School of Nursing of St. Luke’s 
Hospital in Chicago, this new de- 
partment will be dedicated, wholly 
and unreservedly, to the service. of 
the nursing profession. Mrs. Korn- 
gold will bring to The Department 
of Nursing Service a complete and 
comprehensive background and an 
understanding and dynamic interest 
in all of the problems which the 
hospital nurse of today faces in the 
competent execution of her duties. 
A graduate of Northwestern Uni- 
versity, Chicago, Mrs. Korngold re- 
ceived her nursing education in the 
Presbyterian Hospital Training 
School for Nurses. Both in her 
capacity as director of the School 
of Nursing of the Touro Infirmary 
of New Orleans and director of the 
School of Nursing of St. Luke’s 
Hospital of Chicago, Mrs. Korn- 
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Janet Fenimore Korngold 


gold has come into contact with every type of nursing 
problem—academic, administrative and technical. From 
the vantage point of this experience, she will direct the 
editorial policies of The Department of Nursing Serv- 
ice. 

Practicality will be the guiding principle of this new 
department. A great deal has been written about the- 
ory, not enough has been written about practice. The 
every day problems which engage the energies of ev- 
eryone in the nursing field, from the director of nurses 
and the surgical, floor or obstetrical supervisors, to the 
private and the general duty nurse and the student will 
form the scope of the material which will make up 
The Department of Nursing Service. Theory will have 
its place, of course, and every worthwhile advancement 
in the general principles and practices of the profession 
will receive a completely adequate 
presentation. 

HospirAL MANAGEMENT believes 
that the interests of the nursing pro- 
fession and the hospital world can 
best be served if The Department of 
Nursing Service is kept open as a 
forum of national opinion. Through 
the wholesale discussion of indi- 
vidual problems, the greatest educa- 
tional advantage for all can be best 
obtained. It is the earnest wish of 
both its editorial director and Hos- 
PITAL MANAGEMENT that every per- 
son interested in any phase of 
nursing activity will look torward to 
The Department of Nursing Service 
for the discussion of their problems 
and the promulgation of their ideas. 
Address your communications to: 
The Department of Nursing Serv- 
ice, HosprraL MANAGEMENT, 612 
North Michigan Avenue, Chicago. 
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Photographs for Hospital Management by Frank Marshall Moore, Chicago 


echn igues 
IN INFANT CARE 


“There are nine and sixty ways of constructing tribal 
lays. And every single one of them is right!’— 
Rudyard Kipling. 

» » » THE TECHNIQUES in vogue for bathing 
babies, carrying babies and performing all the 
various routines of mothers’ wards and new- 

born nurseries hardly number nine-and-sixty. Still, for 
every need there is more than one procedure advocated, 
and more than one has merit. Among the tribal lays 
of which the poet sang, some may have been more 
tuneful, but all were satisfactory to the singers. 

Far too many nurses leave their schools well trained 
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in the unique technique of that particular institution, 
but unable to adapt themselves to the procedures of 
other organizations. They see no merit in the lays of 
other tribes. They are rebellious when faced with 
unfamiliar tools and equipment, and a change in tech- 
nique makes them even doubt the sanity of the per- 
sonnel in the strange land. 

It is the object of this department to present various 
techniques developed in different schools and hospitals 
in the hope of creating tolerance and interest on the 
part of nurses towards methods and equipment differ- 
ing from their own. This month we offer a comparison 
of procedures relative to infant and maternity care. 

Miss Kathryn Beuchat, R.N., graduate of St. Luke's 
Hospital School of Nursing, Chicago, presents the 
student nurse’s technique sheet, covering the morning 
toilette of the newly-born: 

Wear a gown and mask while in the nursery. 

.Wash hands thoroughly with soap and water before 
beginning the first and each succeeding infants’ toi- 
lette. 
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Damp-dust with Cresothol Solution %2% the bath 
mat on toilette table, and cover with a clean sheet. 

Place a diaper open on the bath-pad, and another 
folded in half, near-by. 

Place sterilized baby-pack convenient to reach: 


Blanket 2 squares eye cotton 
diaper 2 squares for oiling 
dress cord dressing 

shirt binder 


2 tooth-pick applicators 

Push the baby’s crib close to bath table (or carry 
baby to bath table in its own carrying blanket). Place 
baby on open diaper. 

Undress baby; place dress and diaper in soiled 
clothes hamper; shirt and band in proper recptacles. 

Observe baby carefully—mouth, eyes, ears, cord, 
genitalia, skin—and record any findings in detail. 

Weigh baby on second diaper; (allow for weight of 
diaper) record weight. 

Open baby pack and begin toilette. 

Eye bath only if necessary. 

Ears cleansed with applicators dipped in boric solu- 
tion, only if necessary. 

Cleanse nose with applicators dipped in boric solu- 
tion. 

Pour moderate amount of antiseptic oil from bottle 
onto one of the cotton squares from baby pack ; cleanse 
face, head, neck, body, arms, back. 

Clean cord with applicator dipped in alcohol. 

Apply cord dressing and band if necessary. 

Pour moderate amount of oil on second sponge; 
cleanse legs, buttocks and pudendal crease. 

Wipe off excess oil with cotton pledgets— (Remove 
from container with forceps. ) 

Take rectal temperature; lubricate tip of thermom- 
eter with oil. 

Apply diaper, shirt and dress. 


MORNING TOILETTE ... The photograph on the opposite page 
demonstrates the simplicity of the oil technique. Scrubbed hands, 
a sterile sponge, a bottle of oil, and a baby on a clean bath 
towel, are the only requisites, 


Wrap infant in its own carrying blanket and place 
in an empty crib; make its own crib with fresh linen. 

Remove carrying blanket, place baby in its own crib 
and tuck in cover; roll carrying blanket and place at 
foot of crib. 

Discard diaper on which baby was cleaned and wash 
hands well. 

Proceed with the next toilette. 

(Use water in infant’s toilette only in cleansing dried 
stool from buttocks ; always dry well, then oil.) 

The oil technique carefully carried out, will produce 
a comfortable baby and a beautiful, soft skin. If care- 
lessly executed, it will result in a greasy baby, unpleas- 
ant to handle, and in greasy shirts and dresses. In hot 
weather, there may even be a rancid odor. The secret 
is in the use of a moderate amount of oil. 

The oil technique reduces equipment to the mini- 
mum, the only requisites for the toilette being a bottle 
of oil, sterile cotton pledgets, and a stack of diapers to 
provide “isolation” for the infants. 

Soap and water will also produce comfortable and 
beautiful babies if carefully administered, the secret of 
success in this technique being to be sure to dry every 
crease and wrinkle to prevent chafing. There is also a 
tendency to clog the pores with excessive powdering, 
and to substitute powder for drying with a cloth or 
pledget. 

In the soap and water technique the babies are “iso- 
lated” by the use of individual bath-blankets (diapers 
used for this purpose) and individual wash basins and 
wash cloths. Liquid soap may be shaken from a bottle 
or dispenser. There will be no isolation, of course, un- 
less the nurse washes her hands thoroughly between 
baths. In the illustration, on the departmental cover, 
the toilette table is set for the soap and water procedure. 
A number of basins, each containing a wash cloth, have 

(Continued on page 50) 


CARRYING THE BABY .. . These four nurses are demonstrat- 
ing the various methods of transporting the baby from the nursery 
to its mother. While hand carriage has its advocates, the use of 
the movable cart is rapidly gaining in popularity. 
































Perineal 


DRESSINGS 


» » %® MISS ANNE KEENER, R.N., graduate of 
Johns Hopkins University Hospital, Balti- 
more, arranged the following equipment for 

perineal care on a private maternity floor. 

On a table in the service room stands a tray (see 
illustration) with the following equipment: 

Sterile container with cotton pledgets. 

Jar with sterile lifters in cresothal solution 4%. 

Covered pitcher with sterile water. 

Beside the tray thus furnished stands a stack of 
small, sterile bowls, each provided with sterile forceps. 
When service is to be rendered, a bowl and forceps 
are taken from the stack and placed on the tray, which 
is then carried to the patient’s bedside. 

The procedure for perineal cleansing follows: 

Scrub hands three minutes. 

Take patient’s bed-pan from bedside table and 
adjust under her. 

Place eight cotton balls (take from jar with 
sterile lifters) in sterile bowl and moisten with 
sterile water. 

Slowly pour solution from pitcher over vulva, 
making downward strokes and using a fresh 
pledget for every stroke. Never allow forceps 
to come in contact with skin. 

Remove bed-pan and help patient to turn on 
side. Cleanse anal region in same manner. 

Dry vaginal and anal regions; place clean pad 


A STEP SAVER ... The perineal cart can go far from the base 
of supplies without becoming depleted. It saves much time and 
many steps in a heavy department. 








COMPACTNESS ...A simple perineal-care tray for use in a 
private room, on the floor, or in small department. 


over vulva. Be sure the pad is well placed and 

fastened. A supply of perineal pads, each in an 

individual sterile wrapper, is kept in the patient’s 
room. 

Adjust draw sheet; straighten bed covers. 

Take pan to service room, note contents ; empty, 
scrub and rinse in cold water; then scald and cool 
again; replace pan in patient’s bedside table, with 
cover. Each morning the pan is sterilized by 
scrubbing with 2% cresothal solution. 

Use a fresh sterile bowl and lifting forceps for 
each patient and discard used bowl and forceps 
onto the table reserved for unsterile utensils in 
the service room. 

Never lift pledgets from container with a for- 
ceps after it has been used to cleanse patient. 

For use in a large maternity ward, where every ef- 
fort must be made to expedite the work by systematiz- 
ing it, Miss Keeher has designed the double-deck per- 
ineal care cart, here shown. It is made from an old 
surgical dressing cart, to which the carpenter has 
added supports for the hand basin and refuse basket. 
A rubber mat, spread under the utensils, prevents 
noise when the cart is in motion. 

The equipment on the upper deck is as follows: 
Sterile covered container for perineal pads. 
Sterile covered container for small bowls. 

Sterile covered container for forceps in creso- 
thal 2%. 

Two covered pitchers with sterile water. 

Jar with sterile lifter. 

The forceps in the large container are to be used in 
the cleansing process—a fresh one for each patient. 
The lifter in the jar is for removing cotton pledgets 
from their container. The only reason for two pitchers 
of sterile water, is that one is not enough for the ward, 
and this arrangement saves the time and steps neces- 
sary for a refill. On the lower deck is a stack of paper 
towels for the use of the nurse in drying her hands 

(Continued on page 50) 
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NECESSITIES . . . The photograph on. 
the right shows breast care equip- 
ment reduced to a minimum—all that 
is necessary for a floor of from 1 to 
20 beds. Below is an _ attractive 
breast-care basket for those employ- 
ing a more elaborate technique. 


Photographs for Hospital Management by Frank Marshall Moore, Chicago. 


Rreast CARE 


» » » IN THE MATTER OF BREAST are, 
one finds an interesting variety in the equip- 
ment and technique advocated. Miss Marjorie 

Kiel, R.N., graduate of Presbyterian Hospital 
Training School for Nurses, Chicago, sets up a 
very simple tray for that purpose. Its only requisites 
are a sterile container holding an ample supply of ap- 
plicators immersed in sterile water, and provided with 
forceps, and a bowl into which the applicators may be 
discarded after use. 

At feeding time, the nurse passes through the ward 
with the tray, adjusts the gowns and washes the breasts 
with sterile water. This constitutes the only prepara- 
tion for nursing. The mothers are instructed not to 
touch their breasts. Nothing is done to the nipples after 
nursing, except to protect them from contact with the 
gown by a towel or dressing pinned to the gown’s inner 
surface. Breast binders are not used save for unusual 
cases, when weight or excessive engorgement makes 
support necessary for comfort. 

Simple as this technique is, many hospitals have re- 
duced it to even simpler terms. Some highly responsible 
maternity services eliminate pre and post-nursing care 
of breasts and nipples completely. In place of care at 
the nursing hour, thorough cleansing is given imme- 
diately after delivery. 

When this plan is carried out, the mother’s breasts 
are given attention before she leaves the delivery room. 
The sterile nurse (gloved), scrubs the breasts and 
nipples with soap and water, applied with sterile 


Nursing Department photographs made at St. Luke’s Hospi- 
tal, Chicago. 
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sponges, using a fresh sponge for the second breast. 
An alcohol rinse is similarly applied. A protector, in 
the shape of dressing or towel is pinned to the inner 
surface of the gown. 

Thereafter the breasts receive no particular attention 
save at the time of the daily bath, when the mother 
washes her own breasts, (if her physical condition per- 
mits) with a fresh, clean wash cloth and bath soap, 
before proceeding with her bath. The protector at- 
tached to the gown is changed whenever necessary. 

Some maternity hospitals feel that more protection 
should be given the nipples, and keep them carefuly 
covered with dressings fastened with adhesive tape 
and further supported by breast binders. With others, 
the glassine paper protector has become very popular. 
This is a 4x4 inch gelatinous paper, which adheres 
rather closely upon coming in contact with the warm 
flesh. A castor oil and bismuth paste, or sterile vase- 
line, is appliéd to the sheet of glassine, which is then 
pressed over the nipple and surrounding area. This 
supplies a comfortable dressing, and prevents any con- 
tact with the nipple between nursings. 

There has been a growing understanding that the 
less friction applied to the nipples, the safer they are 
from fissures. Rubbing them with applicators and one 
or two solutions before and after nursing is believed 
by many to merely add an additional hazard to that 
already produced by the friction of nursing. Therefore 
the boric solution and the alcohol have disappeared 
from many breast-care trays, if indeed the tray has not 
completely vanished. There has been no increase in 

(Continued on page 55) 
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DEMONSTRATION OF WANGENSTEEN SUCTION AND 
GRAVITY ASPIRATOR 


» » 2» A DEMONSTRATION OF the Wangen- 
steen suction apparatus must include a dis- 
cussion as to the indication for its use. These 

may be classified into two large groups, namely: Its 

use preoperatively to eliminate surgical intervention, 
and its use post-operatively to relieve and control dis- 
tention. The use of the suction apparatus has been 
recently advocated by Dr. Wangensteen in the treat- 
ment of acute mechanical intestinal obstruction. This 
type of obstruction consists of a disruption of the con- 
tinuity of the bowel by either internal or external 
influences. However, the suction apparatus can only be 
used in simple obstructions of the small bowel where 
the extrinsic cause of the obstruction can be relieved 
by decompression. The cases in this category are those 
of acute intestinal obstruction due to intestinal ad- 
hesions, which as you can readily see, are those cases 
where the relief of the distention restores a normal 
blood flow to the previously distended and edematous 
bowel, permitting the bowel to return to its normal 
state, thefeby restoring its continuity. In this type of 
case there is the prerequisite of early diagnosis which 
is made in the presence of intestinal colic with the 
audition of loud intestinal noises by means of the 
stethoscope. 

The more familiar and common use of the suction 























A diagram of the necessary equipment comprising the Wangen- 
steen Suction and Gravity Aspirator.—Drawn by Miss Norma 
Brennon, Student Nurse, St. Luke’s Hospital, Chicago, Ii. 
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apparatus is that of combating post-operative disten- 
tion, nausea and vomiting, which are all symptoms of 
the reflex and inhibitive type of ileus. The nature of 
this obstruction can be explained as a paresis of the 
intestine, being of varying degrees of severity, more 
severe in peritonitis, upper abdominal operations, spinal 
cord cases, and retroperitoneal collections of blood and 
pus. 

The suction apparatus may also be used as an ad- 
junct to many types of abdominal operations preopera- 
tively to relieve distention and to increase the ease 
of surgical approach. 

In the previously mentioned groups of cases the 
suction is applied in direct connection with the elastic 
distended bowel, which may be either a simple disten- 
tion of the whole small bowel that decompresses readily, 
or a segmental distention with areas of compression 
corresponding to various peristaltic contractions. The 
latter makes decompression more difficult but it may 
be overcome by frequent turning of the patient, when 
this action is indicated. 


A discussion of the application of the apparatus 
itself, which consists of two large glass bottles, prefer- 
ably graduated, holding four thousand cubic centimeters 
of liquid; a two holed rubber stopper which fits one 
bottle snugly; a Levin duodenal tube No. 16, French 
perforated for about ten inches at its tip; about eight 
feet of rubber tubing about a quarter-inch in diameter ; 
and two pieces of glass tubing a quarter-inch in diam- 
eter, one long and one short, the length of the longer 
being dependent upon the depth of the bottle. A screw 
clamp, and an irrigation stand complete the necessary 
apparatus. 

One bottle is filled with water and the glass tubes 
inserted through the cork so that one tube reaches 
the bottom of the bottle and the other merely passes 
through the cork. The cork is then inserted in the 
full bottle and a long piece of rubber tubing is at- 
tached to the short glass tube and the other end is 
placed in the other bottle which contains a known 
quantity of water. A short piece of rubber tubing is 
then attached to the long glass tube and clamped. The 
first bottle is then inverted and the short rubber tubing 
is tested for suction. If no suction is apparent, water 
can be injected in the short piece of tube and suction 
will be established. The tube is clamped. The duodenal 
tube is inserted in the patient. This tube must first be 
well lubricated, preferably with vaseline, as this does 
not dry out so readily. It is then inserted in the nares 
and its passage to the stomach may be facilitated by 
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the patient slowly drinking water. When it is estab- 
lished by the mark on the tube that it has reached the 
stomach, the patient is placed on his right side and the 
tube is worked into the duodenum. This is also facili- 
tated by the patient drinking water and the inhalation of 
an amyl nitrite pearl to relax the spasm of the pylorus. 
The duodenal tube can be tested for patency by inject- 
ing water into it and re-aspirating. The tube is then 
connected to the short suction tube from the bottle. 
Since the tube may have to remain in the patient’s 
nostril for several days, care must be taken to keep 
the nostril moist. This is done by the local application 
of oil to the nose. The tube may become plugged from 
time to time and this can be overcome by injecting 
a few cc. of water into the tube and again re-aspirat- 
ing. The amount of suction required for the proper 
function of the tube is measured by the difference in 
the level of the tube in the patient’s stomach and the 
level of the water in the bottle on the floor. This is 
usually about seventy-five centimeters, but can be 
varied as required. A record of the amount of air and 
fluid aspirated is then kept by measuring the amount 
of gas in the upper bottle and the amount of fluid in 
the lower bottle as well as the upper bottle and sub- 
tracting the same from the original amount. The result 
gives the volume of aspiration. 

Accompanying the suction, adequate fluid intake must 
be established. The patient is allowed to take about two 
thousand cubic centimeters of fluid by mouth; it is 
thought unwise to give more because of the effect on 
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In conclusion, the points applicable to nursing care 
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1. The original setup with the tube ready for the 
attachment of the duodenal tube. 

2. Frequent check on the patency of the duodenal 
tube which is done by the injection of water into the 
tube and reaspirating the same. 
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adequate fluid intake. 
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5. Frequent changing of the patient’s position when 
the obstruction is of the segmental variety. 
6. Care against dehydration of the patient’s nostrils. 


Techniques in Infant Care... 
(Continued from page 43) 





been sterilized together in a sack, and stand ready for 
consecutive use. A stack of diapers for use as bath-mat 
covers, and a bottle of soap, complete the set-up. 

To make the isolation of each infant from all the 
others complete, each infant may have its own bottle 
of oil or of liquid soap. It is convenient to use two- 
ounce bottles, and have them standing in a tray or 
pan which will be run through the sterilizer upon the 
completion of the morning toilettes. When this tech- 
nique is used, the nurse after washing her hands be- 
tween toilettes, takes a fresh bottle from the tray for 
each consecutive baby. 

In some nurseries, one larger bottle of oil or soap 
is used and it is washed with alcohol between infants’ 
toilettes. .In other nurseries, dispensers are used, 
which can be operated by the foot, thus eliminating 
the bottles altogether. 

This nursery (St. Luke’s, Chicago) employed the 
soap and water technique for many years. For the last 
four years it has used oil, with a reduction of chafed 
skin, a considerable reduction in equipment and mate- 
rial, and a great saving in time. Choice of an oil is an 
individual matter. Antiseptic oils are in high favor ; 
pure olive oil is also used by many careful nurs- 
eries. An experiment now running in this nursery 
over a period of ten months would seem to indicate 
that the skin requires neither soap and water nor oil 
during the infant’s first ten days. With the nursery di- 
vided into an experimental and a control group, we 
have oiled the latter group thoroughly daily, and left 
the infants in the experimental group untouched, save 
for the necessary care in changing diapers. We can 
observe no difference in the skins of babies from these 
groups when they go home at the end of ten days or 
two weeks. 

Miss Beuchat describes four ways of carrying newly- 
born infants in the nursery. 

1. The infant may be carried, seated on the nurse’s 
arm, leaning against the nurse’s breast, with his head 
and face slightly above her shoulder. She will support 
his back with her free hand. 

2. The infant may be carried on the nurse’s bent arm, 
body almost horizontal to her own; her free arm will 
circle his body, supporting his legs; her hand will sup- 
port his buttocks. Both hands and arms of the nurse 
are necessary to this method. 

3. The infant may be carried, lying with his legs 
resting on the nurse’s hip, his body supported by the 
inner side of the nurse’s arm, his head resting in the 
palm of her hand, 


90 


4. The infant may be transported in his crib to and 
from his mother and the nursery. 

What are the relative merits of these four methods? 
The primary consideration is of course, the safety of 
the infant. When the infant sits on the nurse’s arm 
with his head slightly over her shoulder, his safety 
depends upon her judgment and dexterity in the man- 
agement of her free arm and hand. This is a com- 
fortable position for the baby, and comfortable and 
convenient for the nurse; if the baby is sufficiently 
quiet she can use her free hand to open a door or lift 
equipment, but any activity on the baby’s part necessi- 
tates a supporting hand upon his back. The danger is 
that the nurse might err in her judgment as to when 
the supporting hand might be lifted; the quiet baby 
might suddenly throw himself off his balance, and 
either a fall or a strain might result. 

The method of carrying the baby horizontally, in both 
arms, is much safer. However, it does not leave the 
nurse free to wait on herself, and it causes her to 
move awkwardly. 

Supporting the baby on the hip would appear safer 
than the shoulder position; the infant can hardly get 
out of hand by a sudden lunge. The nurse can walk 
with good poise and reasonable speed; she has a hand 
free for doors and equipment. Many nurses prefer 
this method, though it sometimes frightens visitors, 
who feel the infant is being carelessly handled. On the 
other hand, guests may exclaim. “What an easy, clever 
way to carry a baby!” 

But all three of these methods have an element of 
insecurity because of the possibility that the nurse 
might slip and fall. Floors are sometimes slippery dur- 
ing and after scrubbing. The use of the crib or cart 
affords the maximum of safety to the infant and con- 
venience to the nurse. 

Which methods are permitted in your maternity 
ward? Which method is being taught in your school 
and why? 


Perineal Dressings .. . 
(Continued from page 44) 





after “going through” the cresothal %% in the hand 
basin, between patients. A fresh bowl from the con- 
tainer, and fresh forceps, are employed for each patient, 
and discarded onto the lower deck. The pail, sup- 
ported at the rear of the cart, is for discarded perineal 
pads and hand towels. 

Certain hospitals, with very large wards, have util- 
ized operating room carriages (stretchers) for per- 
ineal care carts, in order to carry more material, and 
accomplish more work without returning to the base 
of supplies. Others, with wards of modest size, have 
provided for these same fundamental requirements by 
the use of baskets, more easily carried than trays of 
the same capacity. The basket protects against the 
dangers of sudden bumps by swinging doors or 
hurrying personnel, thus reducing noise, muss and 
breakage. 
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C 
p TO ALL WORKERS IN HOSPITAL SPECIAL 
r 
‘ THERAPY DEPARTMENTS 
k j 
1 Hospital Management believes that all hospital people can best be served if those concerned with 
. radiology, anesthesia or pathology will make full use of its columns for a discussion of their work and an 
; elucidation of their particular problems. In this way the department will benefit not only the inquiring tech- 
» nicians, but all readers of the magazine who are interested in their respective fields. Therefore, Hospital 
e Management invites each and every person interested in any phase of the practice of these subjects to send 
r their problems and ideas to this department. With the full cooperation of the field this department will soon 
become an invaluable monthly source of the latest developments and current thought on these highly inter- 
£ esting branches of medical activity. Address your communications to Department of Anesthesia-Pathology 
: and X-Ray, Hospital Management, 612 North Michigan Avenue, Chicago. 
t ANESTHESIA thesia, cannot, with justice to his own work, assume 
(This consultant service on Anesthesia and its allied problems the responsibility of the — “ the anesthetist. hould 
is available to all workers in this field. The answers to ques- a death occur during the induction of an anesthetic 
y tions submitted will appear in these columns.) when the doctor is not in the room where the anes- 
l thetic is administered, it is conceded that the doctor is 
Question not to be in charge of the anesthetic—the responsibility 
Is there any place where an anesthetist may become at that time would rest solely on whoever might be 
registered? I took the course in anesthetics and have administering the anesthetic. 
a diploma in same and I should like to get in touch 
with some state or organization which would register 
_ D4 a 
anesthetists. THE ANESTHETIST’S NOTEBOOK 
; Answer By Dr. Ben Morgan, M.D. 
l There is no state registration for the nurse anes- j 
This is the first of a series of discussions of the prob- 





thetist. With proper qualifications you may become a 
member of the National Nurse Anesthetist’s Associa- 
tion. 


Question 
Who is responsible for the patient while under an 
anesthetic? The doctor or the anesthetist ? 


Answer 

Legally, most states have held that the doctor is re- 
sponsible for the anesthetic. Therefore, the doctor is 
responsible for the service of the anesthetist, while the 
anesthetist is responsible for his own acts. If the 
anesthetist holds himself as an expert, then he is 
legally responsible for the performance of such duties 
as an expert. It is admitted that the doctor perform- 
ing the operation, even though he be trained in anes- 
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lems and theory of present-day anesthesia administration and 
practice. Individually, these discussions will furnish welcome 
guidance for every practicing anesthetist and student-anesthetist. 
Collected in notebook form, they will comprise a valuable 
handbook for everyday use. 


In the following article will be discussed the pattern 
by means of which the writer compares the changes 
in the signs and symptoms of a patient during anes- 
thesia and thereby interprets the patient’s condition. 
To use this pattern the anesthetist should thoroughly 
familiarize himself with every detail of it and should 
not change the relative merits or values of the various 
subdivisions without sufficient clinical proof and expe- 
rience to justify such changes. Too often the anes- 
thetist judges the condition of the patient by a frag- 
ment of the entire pattern, This frequently leads to 
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gross error in evaluation of the patient’s condition. 
Clinically it might appear that when a patient is 
breathing rhythmically with the inspiration and expira- 
tion approximately the same length of time free from 
jerks and sturtor, that the patient is in a desirable 
anesthetic state. Perhaps in the older forms of anes- 
thesia, such as Chloroform and the old fashioned drop- 
method Ether, this was more likely to be true. How- 
ever, in the advent of later anesthetic equipment where 
the breathing may be influenced so radically by the 
addition or removal of Carbon Dioxide through the 
soda lime filter, the actual depth of anesthesia may 
suffer greatly without the customary respiratory pic- 
ture. Some other factors, such as obstruction or de- 
formity may influence the respiration, causing very 
wide disturbances without respect to the actual depth 
of anesthesia. Not only does each anesthetic agent 
produce a definite variation in rhythm with every 
alteration in technic of administration, but it may also 
produce a widely different respiratory rate and rhythm 
in the same patient on successive administration. 

This same lawless variation applies to circulation— 
not so much as it is concerned with pulse rate as with 
color. Very little will be said about the color here, 
but that will be the subject for detailed discussion in 
the Anesthetic Note Book for February. 

Suffice it to say that it is important for the anes- 
thetist to understand the complete physiology of cir- 
culation and respiration in order to plate the proper 
valuation of the color of the patient as it appears to 
the anesthetist’s eye. The condition of a patient is 
frequently judged poor, or even dangerous, when the 
patient is blue. While such interpretation of color may 
have a certain value in protecting a patient against 
suffocation, it may also prove disastrous to a gas an- 
esthetic and cause unnecessary addition of Ether to 
the anesthetic mixture. In this connection, it is inter- 
esting to know that with the later types of anesthetic 
machines, one and one-half ounce of Ether will main- 
tain a patient in full Ether anesthesia for twenty 
minutes. Bearing this in mind, additions of even 
slight amounts of Ether to a gas mixture must be 
recorded as a gas-ether anesthetic so that the patient 
will receive proper post-anesthetic care. 

Pulse interpretation should no longer be guessed by 
palpation. It is untrustworthy and misleading, and 
often delays necessary treatment. The anesthetist 
should never be without his good friend, the blood 
pressure apparatus. It has been shown repeatedly 
by the writer that definite drops in blood pressure will 
occur as much as ten or twenty minutes before any 
signs of distress are recorded by the fingers, and’ ten 
minutes are certainly valuable iu the institution of 
treatment for a patient in whom life itself may be 
hanging in the balance. 

The judgment of depth of anesthesia by the usual 
reflex signs is handicapped by premedication and this 
handicap is in proportion to the amount administered. 
It would appear that the anesthetist should understand 
premedication better than anyone of the operating 
team. It, therefore, behooves the anesthetist not only 
to know what premedication is used and the amount 
given, but also to see the patient before and at inter- 
vals following its administration so that they may, by 
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comparison, gather a fair idea of how much of the 
anesthesia is actually given by the premedication. For 
example: 1% grain of Morphine given to a patient 
weighing 110 pounds without fever is frequently 
equivalent to, or in actual substitution of 60 per cent 
of the inhalation anesthetic to be given later. With 
premedication there is also a depression of the respira- 
tory system with consequent lessened volume of breath- 
ing which seriously impairs the proper administration 
of drop-method Ether. Timely addition of Carbon 
Dioxid-Oxygen (30-70 mixture) in the controlled 
breathing method makes the respiratory depression one 
of little moment. The writer often finds it quite 
impossible with heavy premedication to interpret the 
exact degree of abdominal relaxation without commu- 
nicating with the surgical team. The surgeon, or bet- 
ter, the assistant may indicate to the anesthetist the 
apparent degree of relaxation of the abdominal muscles 
and aid greatly in the prevention of unwittingly admin- 
istering more than the necessary quantity of anesthesia. 
Thus it is evident that dependence on only the usual 
reflex signs may lead to gross error. 

To assist in the interpretation of the patient’s con- 
dition under anesthesia, a reprint of the writer’s teach- 
ing chart No. 8 is given: 

Value Proportionate Value 
16% § Color 
I CIRCULATION 16% 1 Pulse 
1. Rate 


2. Volume Blood 
Pressure 


33-1/3.% 


Immediate Treatment: 
Oxygen from tank or from air; diagnosis of cause—treat same 
by removal of cause and by: 
. Fluids b. Drugs 
. Glucose 1. Vaso Constructors 
. Transfusion 2. Muscle Toners 
3. Saline 


Proportionate Value 


Rate 
Il RESPIRATION 


33-1/2% 
12% \|Minute Volume 
Immediate Treatment: Add Carbon Dioxid-Oxygen (30-70 mix- 
ture). Lessen Carbon Dioxid if too great by ventilation or 
absorption by Soda Lime Filter. 
Proportionate Value 
(1. Lid reaction to 
2. Pupil ight 
33-1/3% lll REFLEXES 
ies 3% |3. Oscillation 
100% 10% \|4. Divergence 
Immediate Treatment: Increase anesthetic to depress re- 
flexes. 
65% PASSING 
50% SHOCK LINE 
Immediate Treatment: Decrease anesthetic to lighten re- 
flexes. 


Of course, it is evident that there is a normal pic- 
ture for each type of anesthetic and points given on 
the chart in grading the condition of the patient must 
be evaluated on the basis of the normal picture for that 
anesthetic as well as the normal of the particular 
patient. 

The following is the normal for the various inhala- 
tion anesthetics : 


Value 


Circulation Respiration 
Pulse 

(1) Ether s Good Good 

(2) Nitrous Oxid : Good 00 

(3) Ethylene Fair Good to Fair Good to Soft 
to Poor 

(4) Cyclopropane’ Excellent Good Poor 


Reflexes 


(1) Sluggish but readily interpretable. 

(2) Too active. This is the objection. 

(3) Active but more depressed than in Nitrous Oxid. 

(4) Almost Ether relaxation, but breathing becomes depressed 
to absent just as true relaxation is reached. 


It is plain that there is no one normal for all of these 
anesthetics. For example when giving Nitrous Oxid, 


Anesthetic 
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Good as they may have been in their days, to 
compare an old ‘bedside unit’ with the new 
Diadex Mobile would hardly do. For only in 
the Diadex will you find the score of new 
features—mechanical, electrical, radiographic 
—that make it the most distinctive diagnostic 
x-ray apparatus, and by long odds the most 
beautiful one! We suggest that you see it at 
your nearest Westinghouse X-Ray branch, or 
better yet, ask for a demonstration in your 
own hospital where it can prove itself under 
your own working conditions, with your own 
technique. Obligation—certainly not. We wel- 
come the chance to have you judge it yourself. 


D’eDyiadex Mobile 
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the color will be cyanotic. This condition of color will 
be perfectly normal unless there has been excessive 
premedication where only the ‘‘cap” needs to he added. 

Before beginning the anesthetic, the patient should 
be checked on all the points in the chart in order to 
find the so-called normal for that patient. These 
findings are used throughout the anesthetic as a check- 
up and deductions made from the chart are relative to 
these original or “normal” findings. 

Let us take for example an average case with a gas 
induction and ether anesthetic. In a young adult, with- 
out premedication, we find that the color is normal 
(assuming an 80 per cent hemoglobin), the pulse is 80, 
the blood pressure is 120/80, the respirations are 18, 
and the reflexes normally active. These findings are 
100 per cent for this patient. In about ten minutes 
when surgical anesthesia is well established, and the 
abdominal operation is in progress, another check-up 
shows the following : 


I CIRCULATION—Color — slightly flushed... Value = 16% 


Pulse—100, strong......... Value = 12% 
Il RESPIRATION—Slightly jerky and shallow, 
but minute volume _ is 

BUPGUAUO. 4.60 ccswac ssacees Value = 30% 


—a. Lid—out 
b. Pupil—sluggish 
ec. Oscillation—present 
d. Divergence—present ... 


Ill REFLEXES 


Value = 30% 

This patient is in excellent condition. Now, let us 
suppose that the anesthetic gradually lightens and the 
anesthetist, anxious to restore surgical anesthesia 
quickly, admits a sudden, strong gush of Ether. The 
result is, the patient holds his breath and becomes 
cyanotic. The respiratory value is momentarily absent, 
the infringement on Oxygen intake gives him only 
about 6 points on color and the evaluation of his 
condition according to the chart becomes 562% per cent. 
Some change must occur within one or two minutes, 
or the patient will be in the shock zone. 

The usual thing is that the increased concentration 
of Carbon Dioxide in the blood will cause the patient 
to take a deep breath, he may cough a little and then 
he begins to absorb the increased gush of Ether and 
relaxes. With establishment of respiration the color 
improves and the per cent evaluation mounts quickly 
to 70 per cent or above. Thus the patient has righted 
himself. If, however, he does not resume breathing 
in one to two minutes a little spurt of Carbon Dioxid- 
Oxygen mixture added to the anesthetic mixture by 
the anesthetist together with forced pressure will give 
the needed stimulus. 

A patient may, under gas anesthesia, become slightly 
cyanotic and fose the whole 16 points which apply to 
color. Still, if his pulse, respiration and _ reflexes 
are normal, he has a per cent evaluation of 84 and is 
in good condition. However, it is easily seen, that a 
patient with a good color, whose pulse and respiration 
are rapid and whose reflexes are absent may be in 
actual danger. 

Conscientious application of this per cent evaluation 
chart in the determination of each patient’s condition 
will prevent the anesthetist from becoming unneces- 
sarily alarmed when only a portion of the entire pat- 
tern, for instance, the color, is not normal. The pa- 
tient’s color does not depend alone on his color or his 
respiratory rate but on his condition as a whole. 


HOSPITAL MANAGEMENT, January, 1937 

















The Dietitian in Patient Care... 
(Continued from page 22) 





large kitchens feeding between one and two thousand 
patients. There are quite a number of these large 
kitchens in the New York State Hospital system. In 
the same way, the more individual diet kitchens oper- 
ated, the greater the cost of labor and supplies, and the 
more complicated the problem of supervision becomes. 
The menu should be made out by one who Jias a thor- 
ough knowledge of normal nutritive requirements and 
of therapeutic diets. The regular menu could then 
be so planned as to take care also of special diets with 
only the minimum deviations. There is a growing ten- 
dency for main kitchens to take care of special diets as 
well as of the regular menu in order to save on the 
food supplies required and to keep the necessary equip- 
ment at a minimum. This cannot be done, however, 
without the constant supervision of a dietitian. 

However, one reason why State Hospitals have at last 
felt that they must have dietitians is to teach Diet in Dis- 
ease and Nutrition and Cookery to their Student Nurses. 
All accredited training schools must have a graduate di- 
etitian eligible for membership in the American Dietetics 
Association to instruct the Student Nurses in these 
courses. Some State Hospitals, however, even now 
pay a dietitian to come in each year and teach those 
classes. They do this, blind to their great need for a 
well organized dietary department. 

I should like to make the following suggestions in 
regard to organization for State Hospitals. There are 
many large kitchens in the present set-up with even 
larger ones in the newer hospitals. These kitchens 
individually serve many more people than the average 
general hospital. lor the responsibility of properly 
supervising these kitchens a capable, progressive, well- 
trained person is needed. There should be a graduate 
dietitian in charge of each one of the large kitchens. 
She would make out the requisitions for her kitchen, 
to be checked by the supervising dietitian; supervise 
the service of the cafeteria and dining rooms connected 
with the kitchen ; supervise the preparation of food and 
see that standardized recipes are used in its prepara- 
tion; aid in menu planning; check in supplies; check 
refrigerators ; plan forthe use of left-over food ; check 
extra nourishment and ward supply orders; and super- 
intend the preparation of special diets. She would 
also constantly watch the cleanliness of the kitchens 
and workers, and would keep a close check on the 
amount of food waste. Where food trucks are sent 
out of the kitchen, she, would, besides checking the 
trucks, visit the wards and dining room to which they 
are sent. In short, she would be responsible to the 
supervising dietitian for the preparation of the food in 
that kitchen and for its service. 

If State Hospitals had the dietary department de- 
scribed above, with capable dietitians in charge, it 
would be possible to organize training courses for 
dietitians in certain of these hospitals. With their 
huge organization, the well equipped kitchens of many 
of the State Hospitals, and the variety of experiences 
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possible, they could be an admirable place for the 
training of the administrative dietitian. There could 
be little or no added cost in connection with their 
training, such as especially equipped class rooms or 
laboratories. In turn the student dietitian would have 
much to offer the State Hospital. Although the Ameri- 
can Dietetics Association is very selective in approving 
training courses for student deititians, there is a chance 
that the state hospitals might be a good training ground. 

The type of organization outlined above should make 
possible greater economy in the food purchasing, 
preparation and service in the State Hospitals. It 
would undoubtedly enable patients and employes to 
have more varied, appetizing and balanced meals. Let 
it be emphasized that instead of increasing the cost, 
there is every reason to believe that either the ex- 
pense of this department would be reduced, or there 
would be a decided improvement in the meals served, 
possibly both. 

An analysis of the foregoing material shows that in 
the State Department of Mental Hygiene there is a lack 
of centralized authority and that within the individual 
State Hospitals there is a lack of competent centralized 
authority and administrative supervision, resulting in: 
inadequate general menus, waste, inefficient personnel, 
insufficient therapeutic diets, and unsanitary kitchen 
conditions. 


Breast Care... 
(Continued from page 46) 





nipple or mouth infections following this change in 
breast care, and the claim is made that we have fewer 
fissures. Certainly we have saved much time and labor. 

Miss Marietta Herschmann, R.N., graduate of the 
Touro Infirmary School of Nursing, New Orleans, 
Louisiana, supplies an attractive model of slightly more 
elaborate breast care equipment. The carrier is a firmly 
woven market basket 10x16x6 inches. It was painted 
white in the hospital work shop and supplied with re- 
movable washable linings (changed p.r.n.) by the hos- 
pital sewing room. 

The contents include: 

Glass container for applicators-for cleaning. 

Glass container for gauze sponges for breast 
dressings. 

Bottle of alcohol, 70%. 

Bottle of sterile water. 

Lifters in bottle of alcohol. 

Open jar for discarded material. 

The basket presents certain advantages: It creates 
less noise than a tray, as there are no enamel surfaces 
to rub together ; there is less danger of spilling; there 
is less breakage; the nurse can, if necessary, carry a 
baby on the hip and the basket in her free hand. Or, 
she can push a rack of baby cribs about the ward, and 
manage a basket more easily than a tray, as only one 
hand is needed to lift it from a table. The model illus- 
trated here is easy to clean and very reasonable in 


price. 
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EDNA K. HUFFMAN 
Medical Records Librarian, St. Joseph's Hospital, Chicago 


ETHICAL PRINCIPLES SAFEGUARDING MEDICAL RECORDS 


» » » IN A SYMPOSIUM on “Writing for the 
Magazines” at a meeting of the Record 
Librarians of North America, held in Chi- 

cago in 1933, the late Matthew O. Foley (who made 

the first, forma! motion, in 1928, to form a country- 
wide association of record librarians) said that the 
first requisite of any one attempting to write an inter- 
esting article is first to visualize the audience. What 
do they do? What is their educational background ; 
their experience? The answer to these questions will 
enable the writer to leave out a great deal of general 
or historical atmosphere. The implication to the read- 
ers of this article is self-evident, therefore the general 
and historical atmosphere of the origin and ever in- 
creasing importance of the medical record and the 
medical record librarian in each hospital will be kept in 
the background as far as is consistent with treating the 
present subject, “The Ethical Principles Safeguarding 

Medical Records.” 

We are told by no less an authority than Doctor 
Malcolm T. MacEachern that if a Medical Record is 
to be adequately protected and yet serve its maximum 
of usefulness, it must be considered from two points 
of view: as a “personal” document and as an “imper- 
sonal” one. 

3efore considering these two specific aspects of the 
medica! record, however, it is well to think of the gen- 
eral requisites necessary to make a record valid. The 
medical record is kept primarily for the benefit of the 
patient but is also of value for the use and protection 
of the hospital, physician and nurse, consequently it 
must be authentic. It is of scientific value only in so 
far as it reflects, in an absolutely truthful way, all 
details pertaining to the patient: physical examination, 
history, professional care, both medical and nursing, 
laboratory and x-ray findings. Ethically the medical 
record is not safeguarding or protecting the patient or 
others involved unless the above points are carried out 
in a conscientious and intelligent manner. As one 
noted surgeon (Dr. Hugh McKenna, of Chicago) says 
that what he terms “editing” a record (writing it up 





Presented at Record Librarian’s Session, Catholic Hospital 
Association, Baltimore, Maryland, June, 1936. 
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according to form from memory, not facts) is certain- 
ly not an ethical means of safeguarding the patient. 

Obviously a document of any kind has very little 
worth unless there is some person or some organiza- 
tion to authorize the production of said document— 
some agent that will be responsible for its contents. 
The hospital is the authority back of the medical rec- 
ord and in many states the hospital is legally considered 
the sole property owner of the record. In admitting 
a patient the hospital enters into an unwritten but 
nevertheless valid, implied contract with the patient, to 
use its (the hospital’s) facilities for the benefit of the 
patient under the direction of the physician. For this 
reason, the written evidence of how the hospital has 
met this obligation, the medical record is, and should 
be, the property of the hospital. 

At the record librarians’ session of the Tri-State 
(Illinois, Indiana, Wisconsin) meeting held in Chicago 
May 6, 7, 8 of last year, Dr. E. T. Thompson, of 
Mount Sinai Hospital, Milwaukee, Wisconsin, sum- 
marized a very animated and instructive talk on med- 
ical records from the viewpoint of the hospital admin- 
istrator by stating that in keeping with the present day 
system of placing almost everything under an alpha- 
betical code, he would suggest the three letters, A-P-A, 
Authenticity, Protection and Authority, as the medical 
record symbol. 

The medical record is a personal document when it 
is associated with an individual patient and as such is 
a privileged communication between the physician and 
the patient and has, ethically and legally, the same con- 
fidential status as the verbal intercourse. Relatives and 
friends, husbands and wives included, have absolutely 
no right to see the medical record and it should be so 
safeguarded by the hospital authorities that no un- 
authorized person may have access to its contents. 

We cannot too strongly impress upon our interns 
and nursing students this strict right of the patient and 
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the necessary obligation on their part of not divulging 
the information they may derive from their professional 
use of the record. 

It might be opportune to state here that although 
some have denied the legality of the nurses’ notes, par- 
ticularly in regard to the doctor, some state laws do 
place legal value upon them. Without this status it 
would seem a useless waste of time to drill our stu- 
dents in the careful recording of each doctor’s visit, 
for example. 

As a personal document the medical record should 
not be given to insurance companies, compensation 
boards or similar organizations except with the writ- 
tent consent of the patient. Some authorities say, 
with the written consent of the physician also. Unless 
unusual circumstances are present it would seem to be 
a courtesy due the attending man to ask his consent. 
However, even with the written consent of both the 
patient and doctor the hospital is not obliged to give 
up the record, particularly if there is anything written 
therein which might be misconstrued to the detriment 
of the hospital. The hospital may need this record for 
its own defense in case of a court action. The hospital 
attorney or insurance carrier should be consulted in 
such an event. In securing the consent of the patient 
the hospital should make certain the patient fully un- 
derstands all that this consent will involve. 

Insurance companies are money-making institutions 
and are within their legitimate rights in pursuing this 
occupation but have no right to get from the hospital 
or hospital employees privileged communications which 
they could not obtain from any other source. The con- 
tract of insurance is between the insured and the in- 
surance company. The hospital has no obligation to 
the insurance company although in all legitimate com- 
munications it should always be willing to cooperate 
with representatives of the insurance companies, the 
majority of whom are of high caliber. 

Some state laws require public hospitals to give the 
medical record to compensation boards and here, of 
course, there is no alternative, although it does seem a 
violation of justice that because one is poor and obliged 
to accept public charity his personal rights must be 
sacrificed also. 

There seems to be a wide variation in the laws of 
different states and in some, as in Illinois, there are no 
statutes specifically relating to the question of medical 
records. 

The hospital attorney must needs draw his con- 
clusion from the general law. One legal point which 
must be observed at all times and in al! places is that 
when a hospital has accepted a court subpoena some 
representative of the hospital is obliged to take the 
record to court or the hospital will be liable for 
contempt of court. Although the hospital may not 
disregard a court subpoena it may send its own attor- 
ney with the record and through him, obtain from 
the court, “restrictions” in the use of the chart. 

The one who takes the record to court should be 
able to identify it and give a reasonable amount of 
information concerning its contents. In passing, it might 
be well to suggest that the bearer of the record to 
court be instructed to keep strict custody over it. If 
this vigilance is not exercised the record librarian 
may find important sheets missing when the record 
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is returned to the library. An instance of the necessity 
of this vigilance is exemplified in the following inci- 
dent. Just a few months ago, in Chicago, our record 
librarian (Mrs. Edna K. Huffman) took a record to 
court and was obliged to listen for the greater part 
of two days to heated arguments as to whether or 
not the chart should be used. Finally, with patience 
exhausted and visions of the amount of work piling 
up for her at home, the weary librarian approached 
the Judge during an intermission and asked if a de- 
cision could not be made which would enable her to 
return to her hospital duties. The Judge, very gra- 
ciously said she might leave the record with him, but 
when asked for a personal receipt to insure its safe 
return, he refused to give it. However, he did call the 
court to order and demanded a decision as to the use 
of the record within ten minutes. As the chart stated 
that the patient, an accident case, was intoxicated when 
admitted to the hospital, naturally the patient’s lawyer 
did not want this evidence given. He succeeded in 
having the record ruled out. 


After hearing of the above incident the hospita! au- 
thorities made a ruling that in the future when an 
accident case is brought in the interne shall not write 
in the record that the patient is intoxicated. This on 
the supposition, which is very often correct, that some 
one at the scene of the accident has given a stimulat- 
ing drink to the injured and that it is not just, to 
write in his record, that which may prove derogatory 
to his best interests at some future date. We are told 
that the only positive means of determining whether 
or not the patient is intoxicated is by making a test 
for the amount of alcohol present in the blood. True 
the interne may write—‘‘odor of breath” and other 
symptoms leaving to the attending man the diagnosis. 
Otherwise, the patient would have grounds for suit 
against the hospital. 

Another question which often arises relative to the 
medical record as a personal document is whether or 
not a second physician attending a patient should be 
allowed access to the former record. Some physicians 
oppose this procedure, but what about the hospital 
preserving the record solely for the benefit of the 
patient? May not the first physician desire a like cour- 
tesy at some future time? An attorney for one of our 
state medical associations (Indiana) says that a sec- 
ond physician on a case has a right to use x-rays made 
by the hospital; this in virtue of the implied contract 
made by the hospital, with the patient, to use its facili- 
ties for the care and treatment of the patient, under 
the direction of the physician. This obligation, on the 
part of the hospital extends to the second physician, 
since the patient has a right to choose another physi- 
cian if he so desires. This is the right of the patient, 
however, not the doctor, and in the event of the hos- 
pital refusing this service, the patient, not the doctor, 
would be obliged to bring action in a court of law. 

In regard to accident cases, the first story told by a 
patient is most apt to be an accurate account and 
should be carefully recorded. This holds true of the 
versions given by the person or persons responsible 
for the accident as well as the insurance carrier. Very 
often in a day or two a far different story is told, 
which, unfortunately, may be strongly tinged by imagi- 
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nation, or worse, by deliberate untruth. Although the 
first history is usually written by the interne, the at- 
tending man should, for his own, as well as the pa- 
tient’s protection add sufficient salient points of history, 
symptoms and findings in his own handwriting, to con- 
firm his diagnosis and the reason for his treatment. 

The nurse in her notes should fully describe the 
condition of the patient when he was admitted under 
her jurisdiction. This is especially true in critical cases 
where death is imminent. There should be frequent and 
accurate records of the patient’s condition and _ his 
progress or regression toward a final status. 

As an impersonal document the medical record can 
and should be used for the monthly analysis of the 
work of the hospital; also for research and study. 
Here too, as far as is possible the identity of the indi- 
vidual patient should be safeguarded. 

In the case of using the record for research it may 
be given either to a member of the staff or to one who 
is not a member of the staff, but in the latter event 
the consent of the attending man, and hospital authori- 
ties must be secured. Although the consent of the at- 
tending man relative to a member of the staff is not 
absolutely required, (unless publication is contem- 
plated), courtesy demands that he be consulted before 
the record is given out. Where a spirit of mutua! co- 
operation and scientific interest prevails, as is the rule 
in most first class hospital staffs, there will be little 
difficulty on this score. 

In conclusion I would say that if the fundamental 
rights of each individual patient are constantly borne 
in mind by every one who has professional access to 
the medica! record, and the laws of justice and charity 
closely adhered to, there will be little fear but that 
our patients will always be safeguarded in regard to the 
confidence reposed in our hospitals in their hour of 
sickness and consequent weakness. In His name, let 
us ever be loyal to our trust. 


The Record Question-Box... 


Question 
Does a hospital have to send a chart to court if a 
subpoena has been served ?—D. S. 


Answer 

Yes, a hospital may be held for contempt of court 
if they do not send the record in in answer to a sub- 
poena. 


Question 
Who should take the chart to court ?—D. S. 


Answer 

The subpoena many times reads, “To the keeper of 
the records,” but even though the summons is directed 
to the hospital, the medical records librarian is the 
logical person to take the record to court, as she can 
intelligently answer the questions asked in regard to 
its context and contents. 


Question 
The thought has often been in my mind that it 
would greatly simplify the work for record librarians 
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if a form could be compiled whereby we might keep 
a daily record of admissions, discharges, deaths, etc., 
so that information would be complete at the end of 
the month—E. J. F. 


Answer 

Last year at the suggestion of Miss Alice Kirk- 
land, Samuel Merritt Hospital, Oakland, California, 
a working form was distributed at the convention and 
comments and suggestions invited. From this evolved 
a form known as Form No. 697—‘Discharge Rec- 
ord and Service Analysis,” and published by the Phy- 
sician’s Record Co. When the statistical data for 
this day by day analysis is complete for the month 
you have ready all information necessary to complete 
the American College of Surgeons’ “Analysis of Hos- 
pital Service’? Form A-ACS, which is one of the 
most commonly used forms of monthly analysis. 
Question 

When should an obstetrical patient cease to be 
classed as obstetrical and become gynecological ?— 
R. M. 
Answer 

The Maternal Welfare Committee of the Chicago 
Gynecological Society has ruled that an obstetrical 
patient become a gynecological patient at the end of 
three months. 


Wisconsin Record Librarians Meet 


» » The first annual meeting of the Wisconsin State 
Association of Record Librarians was held on Novem- 
ber 19, 1936, at St. Francis Hospital. 

The officers elected for the ensuing year are: Presi- 
dent, Sister M. Claudia, St. Mary’s Hospital, Supe- 
rior; President-elect, Miss Grace Ethier, Columbia 
Hospital, Milwaukee; Secretary-Treasurer, Miss Mar- 
tha Henke, Grandview Hospital, La Crosse ; Counselor, 
Sister M. Syra, St. Francis Hospital, La Crosse. 


Selecting Competent Staffs... 


(Continued from page 18) 





The Journal office writes that of 75 hospitals in 30 
states, 39 are employing more graduate staff nurses 
from other schools and that but 32 are employing 
more of their own graduates; that in 73 hospitals 
(two not reporting) one finds 1,469 “own graduates” 
as over against 3,246 “other graduates”; that the 
number of other schools represented on a staff varies 
from O to 126; and that 37 hospitals report students 
are encouraged to do staff nursing in their own school, 
10 hospitals report they are not so encouraged, while 
3 hospitals report that students are required to do 
staff nursing in their own school for a specified length 
of time. In spite of these figures from the 75 schools 
in the 30 states it is still probably safe to conclude 
that many schools’in many states have very few grad- 
uates of schools other than their own and that our 
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schools could be strengthened by bringing in persons 
with different background, outlook, and ideas. 

Most psychologists consider the experience of an 
applicant quite significant. Often we, in the nursing 
field, pay to little attention to the past experience of 
applicants though occasionally I think we are stupid 
in weighting experience too heavily as contrasted with 
the individual’s ability. Some hospitals require re- 
cent hospital experience as a sine qua non of em- 
ployment. Practically all assume that staff nurses 
should be members of the American Nurses’ Associa- 
tion and some require a probationary period of from 
three to six months’ experience in the institution be- 
fore permanent appointment is made. An objective 
toward which I believe we should aim in this field is 
the grading of experience to the end that a fairer 
evaluation may be made and that incentives for indi- 
vidual achievement may be more obvious. 

Tools with Which to Work Out the Problem. 
Among the tools available for use in staff selection 
may be mentioned the application blank, the photo- 
graph, reference blanks or recommendations, includ- 
ing rating scales, transcript of professional and aca- 
demic work, entrance examinations and records of 
physical examination made on entrance. 

C. H. Griffitts in Fundamentals of Vocational 
Psychology states that a considerable proportion of 
application blanks, or forms, are of no value, that the 
answers received have but little or no significance 
when compared with records in training. The amount 
of education was the most prophetic of success. This 
latter statement that education correlates with suc- 
cess in position is corroborated also by Burtt, Employ- 
ment Psychology. Certain indispensable items on 
any application form are listed by Link, Employment 
Psychology, as being : 

Name 

Address 

Age 

Family circumstances 

Nationality 

General education 

Special education 

History of employment in the past 

Special experience 

References 

Kind of work desired and special qualifications for 
such work. - 

In addition to the above some authorities ask the 
applicant to list any scholarships, prizes or honors re- 
ceived. 

In regard to photographs we find Griffitts stating 
also that there seems to be some positive correlation 
for the use of photographs, whereas R. W. Husband 
in an article entitled, “The Value of the Photograph 
on the Application Blank,” which appeared in the 
Psychology Bulletin, comments as follows: that in- 
telligence, vocational choice and vocational success 
can be estimated with no better than chance accuracy. 
The value of the photograph, he states, as found by 
investigation of the accuracy of personality estimate, 
is reduced to checking up race, facial disfiguration, 
and other matters of social importance. 

In relation to reference blanks, or recommendations, 
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a study reported by J. A. Nietz on the Current Use 
of Teachers’ Reference Blanks in the March, 1925, 
issue of American School Board Journal showed a 
plethora of methods. In this study 17 cities used no 
reference blanks—they wrote a letter of inquiry as 
to the general fitness and ability of the applicant, or 
wrote asking specific questions, or if applicant could 
be recommended without qualification; 7 cities used 
a simple letter form asking for information but leav- 
ing it to the referee to write what and in the form 
he pleased; 10 cities used printed reference blank 
forms which did not ask for weighted answers; while 
11 cities used quite complicated blanks which asked 
for weighted data. Most of these latter blanks were quite 
detailed, some of them asking as many as 22 questions, 
each of which required a weighted answer. From the 
above study certain general principles were agreed 
upon as follows for reference blanks: 


1. Simplicity—the reference blank should never be 
more than a single sheet 8%x11. 
Blanks should call for opinions regarding only 
the most essential characteristics (and these are 
listed). 
The blank should be constructed in such a way 
that the referee is given the option of passing 
‘on some details or replying in a very simple 
form. 
The referee should be given a chance to express 
his opinion either by graph or by words of his 
choice. 
Standards for judging should be uniformly un- 
derstood by the one wanting the information and 
the referee. 


The following reference blank received recently 
from a business firm, while not entirely applicable 
in nursing, impressed me so much for its simplicity, 
directness and objectivity that I am quoting it ver- 
batim. 

“Applicant claims to have been in your employ from: 

“Is the above correct? 

“Were services satisfactory? 

“Was applicant discharged, or resigned? 

“Please state reasons. 

“By whom was applicant employed immediately 
previous to entering your services? 

“How long have you personally known applicant ? 

“Is applicant to your knowledge married, single or 
divorced ? 

“Ts your acquaintance social or professional ? 

“If related, what relationship? 

“By whom was applicant employed while you knew 
her? Name. Address. 

“What is applicant’s reputation as to honesty, in- 
tegrity and reliability? 

“Would you recommend applicant for a position 
with the ? 

“Any additional information you can give will be 
appreciated ?” 

Rating scales are still popular and, when used by 
trained personnel, are very useful, but in all too many 
cases I believe they tend to give a false security 
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about arm! almost worthless evaluation and measure- 
ment of the individual rated. A quite satisfactory use 
of individual rating scales may be made during the 
early, or probationary, period of employment within 
a particular institution. Of one thing I am sure, 
and that is that more uniform and simple blanks, both 
of application and of reference, would secure a more 
prompt and accurate response. Perhaps when personnel 
credentials form a part of our community nursing 
bureau service (and in this case we shall be glad 
to fill out detailed forms) we shall not have the pres- 
ent deluge of inconsequential forms which we send 
out and which now pass over our desks. 

One item further regarding references or recom- 
mendations. It is to be remembered as Burtt sug- 
gests, (a) that the apparently detrimental content 
of the recommendation may not reflect the applicant’s 
lack of ability, but rather the writer’s apathy regard- 
ing the applicant’s destiny, (b) that in evaluating a 
recommendation more significance should be attached 
to a statement regarding objectives than one regard- 
ing subjective traits, and (c) that one must consider 
the relation between applicant and referee with spe- 
cial reference to conditions under which the former 
was observed by the latter. 

Other tools of value are transcripts of academic 
and professional records, wherever the individual is 
to continue either academic or professional study; 
examination on entrance somewhat similar to, though 
more detailed and scientific than, certain civil service 
examinations; and record of physical examination 
made on entrance. 

To summarize: 

Because our topic, The Selection of Graduate Staff, 
has been so thoroughly discussed before at various 
times, we have considered certain selected phases only 
for this discussion and have tried to present them 
under the following headings: 

1. Importance of the question of selection as il- 

lustrated in other fields and as applied in nursing. 

2. Selection of personnel as a continuous rather 

than a static process. 

Professional heredity and environment with em- 
phasis upon (a) a well chosen administrative 
staff and (b) satisfactory conditions under which 
the general staff nurses may work. 

Criteria of (a) personal qualifications of ma- 
turity culture and ability and with special con- 
sideration of social, physical and emotional fac- 
tors; (b) preparation of personnel with em- 
phasis upon (1) evaluation of the school which 
provides the preparation and (2) the need for 
having in the school graduates from other than 
that same school; and (c) experience of the 
individual, stressing the grading of that experi- 
ence. 

Among the tools which may be utilized in selec- 
tion of staff are (a) the application blank, (b) 
the photograph, (c) reference blanks or recom- 
mendations, (d) transcripts of professional and 
academic work where further study is to be pur- 
sued, (e) entrance examinations, and (f) rec- 
ords of entrance physical examinations. 
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